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A Description of a Human Ovum Fifteen Days Old 
with Special Reference to the Vascular Arrangements 
and to the Morphology of the Trophoblast. 


By NINIAN McINTIRE FALKINER, M.B., B.Ch. (Dublin), 
P.RL.P1., F.C.0G., DPM, LM. 


Late Assistant lo the Master, Rotunda Hospital, Dublin; Visiting 
Gynaecologist, Royal City of Dublin Hospital. 
(From the Department of Zoology, Trinity College, Dublin.) 


INTRODUCTION. 


THE study of human embryology and the study of the early stages 


of placentation have always been hampered by the difficulties of 
obtaining material. 

Since the works of His and Keibel have made the later stages 
of human embryology more clear, an increased amount of attention 
has been paid to the study of early human ova, and very many 
specimens of the pre-somite stage of development have been 
described, both in Europe and America. 

The number obtained in the British Isles is still very small, but 
includes the very famous specimens so fully described by Teacher 
and Bryce in 1908' and 1924” *, and also the specimen described 
so long ago as 1837 by Thomas Wharton Jones.‘ This last 
specimen should not be forgotten, as the description by Jones 
marked the commencement of the careful study of very young 
human ova. 

In the absence of a very extensive literature on the subject of 
early human ova in the E nglish language, I believe that the follow- 
ing description of an ovum, obtained by myself in curettings from 
the uterus, will be of value, not only in corroborating the works of 
others but in extending our present knowledge of the earlier stages 
of placentation. Before proceeding to describe the specimen it 
is necessary to allude to the descriptions of some of the well-known 
early ova. 
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The youngest human ovum hitherto described was cbtained by 
Miller in 1913 and was described by him in that year. Streeter,° 
however, has also described this unique specimen, and it is to his 
description that I owe the details that | am about to recount. 

This ovum was discovered by chance in curettings, and only 
five sections were saved. Their value, however, was enhanced by 
their sequence and the excellent fixation and staining. 

The clinical data show that the curetting was done about two 
days before the expected date of onset of menstruation, and Streeter 
calculates the age to be either 10 or 11 days. The greatest diameter, 
calculated from the most outlying trophoblast, is o.g millimetres. 
The internal diameter of the trophoblastic shell, or chorionic cavity, 
is 0.4 millimetres. 

The trophoblast is represented by a layer of cytotrophoblast, 
i.e. Langhans’ layer, and this is a laver of uniform cubicidal cells. 
Its internal surface is lined by a mesoderm-like membrane, while 
from its surface there arises a luxuriant growth of epithelial 
syncytium. 

The peculiarity of the syncytial layer is its tendency to wall 
off clear spaces, the sizes of which vary, those nearer the periphery 
being the larger. 

Streeter discusses the origin of such spaces and their relation 
to the larger lacunae of later stages. 

The outstanding point about the trophoblast is its capacity for 
eroding capillaries, and this phenomen is clearly seen in Miller’s 
specimen. The endometrium, or decidua, of the specimen is des- 
cribed as having the general characteristics of the pre-menstrual 
type. The compact layer, consisting of oedematous stroma, 
represents about one-eighth of the depth of the decidua. 

The stroma cells do not show any decidual reaction except in 
the region immediately surrounding the ovum. Secretory activity 
in the glands is well marked, and is beautifully illustrated in the 
photographs accompanying Streeter’s article. 

The ovum described by Teacher and Bryce," Ovum T.B. No. 1, 
is older than Miller’s specimen. This specimen was obtained from 
an abortion. The decidual cast containing the ovum was fixed 
20 hours after it was aborted. The history of the case, the measure- 
ments of the ovum, and the state of development, both as regards 
its chorionic and embryonic constituents, point to its being slightly 
older than Miller’s ovum, and the age attributed to the @vum T. B. 
No. 1 by Streeter® is 12 days. 

In the Miller ovum, none of the sections saved showed any gap 
in the decidua which could be identified as a point of entrance. 
Teacher, in his specimen, identified the point of entrance of the 
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ovum as a narrow orifice in the surface epithelium, which measured 
only o.1 millimetre in diameter. This opening is sealed by a 
thrombus. 

The description of the decidua suggests that degenerative change 
have taken place between the time of death of the ovum and the 
fixation of the specimen. 

The diameters of the chorionic vesicle are distinctly greater 
than the corresponding measurements in Miller’s ovum. The 
greatest diameter of the implantation cavity, presumably corres- 
ponding to the distance between the most out-lying trophoblast 
at opposite poles of the ovum, is 1.95 millimetres. The plasmido- 
trophoblast is described as forming an ‘‘extraordinarily spun-out 
investment’? from the ovum. Its arrangement into strands which 
enclose spaces containing maternal blood is attributed to a process 
of vacuolation which has broken up solid masses into a sponge-work. 
Teacher stresses the fact that the primitive blood lacunae are, 
therefore, in the first instance, entirely in the plasmido-trophoblast. 
There is marked erosion of the capillaries by the plasmido-tropho- 
blast. 

Peters’ ovum,‘ described in 1899, was obtained at a post-mortem 
examination On a woman who committed suicide on the third day 
after the failure of the appearance of the menstrual flow. The 
specimen is well preserved, and Peters’ monograph must be 
regarded as a classic in the literature of early ova. The external 
diameters of the chorionic vesicle are 2.4 millimetres by 1.8 milli- 
metres. The decidua is fully deseribed and the differentiation ot 
the spongy layer from the compact is indicated. The cytology of 
the compact layer is discussed at length, and the vascular changes 
are noted, particularly the formation of new capillaries in the 
region of the ovum. 

Large cells are described by Peters as lying in the decidua near 
the implantation cavity, the nature of which, he states must remain 
doubtful. 

In Peters’ ovum the point of entrance in the decidua is marked 
by a wide gap which is filled by a closing coagulum, which not 
only fills the opening between the lips of the aperture in the decidua, 
but projects around the opening as a flat disc, assuming the shape 
of a mushroom cap. Peters names this closing coagulum the 
“Gewebspilz.”’ 

The trophoblast of Peters’ ovum shows a more advanced state 
of development than is reached in Ovum T.B. No. 1. There are 
outgrowths from the cyto-trophoblast which, although possessing 
the characteristic core of mesoderm, are not as yet branched. The 
plasmido-trophoblast is seen replacing the endothelial walls of 
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maternal capillaries. Maternal blood bathes the ovum, and Peters 
describes and illustrates channels, narrow but definite, leading 
from the forming intervillous space into the maternal capillaries. 
These channels are lined by plasmido-trophoblast only. Peters’ 
ovum is calculated by Streeter to be 13 days old. 

Teacher and Bryce, in 1924, described the Ovum T.B. No. 2”, 
which is an important ovum, not only on account of its good preser- 
vation but also on account of the comprehensive descriptions of 
the specimen; these incorporate the account of the operculum 
deciduae, a special structure developed from the trophoblast at 
that part which is in contact with the aperture of entrance after 
imbedding is completed. This structure closes, and welds together 
the lips of, the aperture. 

It is interesting to note the absence of a Gewebspilz in this 
specimen, which is older than Peters’ ovum, being probably 14 
or 15 days old. Teacher satisfied himself that the operculum 
deciduae can be identified in the early ova described previously 
to 1924. There are no special features in the endometrium of this 
specimen. The chorionic vesicle is much larger than in the pre- 
viously mentioned specimens, the external measurements being 4.5 
millimetres by 3.75 millimetres. The villi are branched and have 
well-developed mesodermal cores. 

The ovum Bi No. 1, described by Florian,* in 1927, has a 
definite history, and the age is calculated to be 15 days. The des- 
cription of the trophoblast shows it to be very similar in its appear- 
ance and stage of development to that of the present specimen. 

These early ova have been mentioned in order to be able to 
contrast and compare features of the specimen to be described 
with conditions found in these specimens, both vounger and of 
equal age. A glance at Plate | will show how the ages of these 
ova, as calculated by Streeter, compare with the present specimen. 


History OF THE SPECIMEN. 


The ovum to be described was recovered from curettings from 
the uterus, in the following circumstances : 

The patient, Mrs. M. G., attended the dispensary of the Royal 
City of Dublin Hospital, in March, 1931. She was aged 20 years 
and had been married three years. [ler first pregnancy had resulted 
in a living baby, now aged two years. Since her confinement the 
patient stated that she had had two abortions, the latter in February, 
1931. This had been a six weeks’ abortion and had been accom- 
panied by severe haemorrhage. 

On examination | found Mrs, M, G. to be anaemic. (gb. 70 
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per cent). I found, on pelvic examination, that the cervix uteri was 
healthy but that the corpus was both retroflexed and retroverted. 
In addition, the uterus was subinvoluted. 

I decided to treat the patient for anaemia and, later, to correct 
the displacement by operation, in addition to curetting the uterus. 
Accordingly, the patient attended the dispensary during the month 
following her first attendance, and received iron and arsenic by 
hypodermic injection, 

She was admitted to hospital on the 15th April, having men- 
struated once since her abortion, the menstrual flow starting on the 
15th March. This menstrual flow had been profuse and had lasted 
five days. The patient’s normal periodicity had always been 28 
days. I did not suspect a pregnancy but attributed the irregularity 
to the anaemia and recent abortion, 

Operation: 16th April, 1931. 

General anaesthesia : Ether. 

The cervix was dilated and the uterus curetted. The curetting 
from the posterior wall of the uterus consisted of a thick piece of 
endometium over half an inch in length. (Plate 2, Figs. A and B.). 
On its surface I noted a small, clear excrescence, two millimetres 
in diameter. It was globular in outline and projected markedly 
above the level of the mucous surface of the endometrium. 

The possibility of this being an early ovum at once crossed my 
mind and | placed the curetting in normal saline and proceeded 
to open the abdomen. On opening the abdomen I found the uterus 
enlarged and retroverted, while there was a corpus luteum in the 
left ovary, which I carefully resected. 1 performed a Gilliam sus- 
pension and appendicectomy and closed the abdomen, The only 
observation made about the uterus was that it looked congested and 
felt rather soft. 

The patient had a smooth convalescence, the uterine discharge 
remaining blood-stained for five days. 

I questioned the patient regarding coitus and found that she was 
definite about coitus having taken place on the 23rd March and on 
the ist April. 


Fixation. 

The specimens remained in saline for two hours, when T placed 
them in the hands of Professor Gatenby, who carried out the 
fixation and sectioning, 

From saline, the specimen was transferred to Bouin's fluid, 
without acetic acid, and left overnight. It was then passed through 
50 per cent, 70 per cent, and go per cent alcohol, and then into 
absolute alcohol. Clearing was carried out in cedar-wood oil over- 
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night, and then the specimen was transferred to xylol and embedded 
in paraffin wax. It was cut into sections of 10 micra in thickness, 
and no sections were lost. ‘The microtome was re-orientated as the 
embryonic anlage was being neared so that an estimate of the 
measurements of the ovum as a whole cannot be made from the 
number of sections. 

Six sections were mounted on each slide and, showing the 
embryonic anlage are slides 26 to 36 inclusive. The first 12 sections, 
i.e, on slides 26 and 27, show only body stalk, and in slides 33, 3 
and 35 the embryonic anlage, here represented only by a prolonga- 
tion of the yolk sac, is missing, to reappear in all six sections on 
slide 36. 

The staining of the various slides is as follows :— 

Nos. 8 to 15. Tron Alum Hlaematoxylin, and Orange G. 

No. 16. Mann’s Methyl Blue Eosin. 

No. 17. Muchaematin. 

Nos. 18 to 26.) Tron Alum Haematoxylin, Biebrich’s Scarlet. 

Nos. 27 to 32. Erlich’s Haematoxylin, Orange G. 

Nos. 33 to 37. Iron Alum Haematoxylin, Biebrich’s Scarlet. 

No. 38. Iron Alum Hlaematoxylin, Orange G. 

No. 39g. Iron Alum Haematoxylin, Biebrich’s Scarlet. 

No. 40. Tron Alum Hlaematoxylin, Orange G. 

Nos. 41 to 43. Iron Alum Haematoxylin, Biebrich’s Scarlet. 


\IEASUREMENTS OF THE Ovum. 

I calculated the measurements of the ovum, after its fixation, 
from photographs. In each case the magnification was determined 
by photographing a millimetre scale with the micro-camera. The 
external measurements of the chorion were 2.05 by 1.80 millimetres. 
The diameters of the embryonic shield, amniotic cavity and yolk sac 
could be calculated by the number of sections showing these various 
structures. The other diameters [| calculated from photographs. 

Measurements of the embryonic: shield :— 0.23 mm. by 0.30 
mm. by 0.06 mm, 

Measurements of amniotic cavity :— 0.23 mm. by 0.30 mm. by 
0.13 mm. 


Measurements of yolk sac:—o.24 mm. by 0.36 mm. by 
0.52 mm. 

In forming an estimate of the age of a given ovum, the history, 
both of menstruation and coitus, is the first consideration, and 
then the method by which the ovum has been obtained is of 


importance, since, in the case of an aborted specimen, development 


may have ceased some time before the expulsion of the ovum. 
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The measurements of the chorionic cavity and the individual 
villi and the measurements of the various component parts of the 
embryonic anlage are all of importance. 

The most cogent evidence of age, I think, must be adduced 
from the state of development of the chorion, embryonic anlage 
and, particularly in this pre-somite period, the relation between 
the dimensions of the amnion and yolk sac. 


THe AGE AND STATE OF DEVELOPMENT OF THE OVUM. 
Bryce’ has classified early ova into groups, as follows :— 
Group A. The amnio-embryonic rudiment is still solid. 

Group B. The ectodermic and entodermic vesicles are formed, 
the mesodermic villi are still undeveloped. 

Group C. The ectodermic and entodermic vesicles become 
enlarged, the entodermic remaining smaller than the ectodermic. 
The villi are in the process of formation. There is not any sign 
of a primitive streak on the small rounded blastoderm. 

Group D. The entodermic vesicle undergoes further enlarge- 
ment and exceeds the ectodermic in dimensions, the villi begin to 
branch, the blastoderm becomes oval in shape. The primitive knot 
appears and the primitive streak shows in later embryos. 

Group E. There is a fully developed primitive streak and a 
cloacal membrane defined; a complete archenteric or notochordal 
canal tunnels the elongated head process. 

Group F. There is a notochordal plate and a neurenteric canal 
patent or virtual; the neural plate and neural folds are formed and 
the foregut begins to close in. 

Streeter® terms the first group, those in which no primitive 
groove is present, and subdivides this group into three stages, 
which are differentiated by the stage of chorionic development, 
thus :— 

Stage 1. Before the appearance of villi. 

Stage 2. Primitive villi present. 

Stage 3. Branched villi present, 

I have reproduced a table from Streeter,’ with the addition of 
data of the present specimen, which shows its position with regard 
to age compared with other well-known early human ova. (Plate [.) 

The specimen falls into Group D of Bryce's classification, 
and into Stage 3 of Group 1 of Streeter’s. 

The following features have led me to assign this position to 
the present specimen : 

1. The presence of branched villt with mesodermal cores. 

2. The relative sizes of the volk sac and the amniotic cavity ; 
the former being the larger. 
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3. The fact that the clinical data, as I will proceed to show, 
point to the age of this ovum being either 14 or 15 days, which 
corresponds closely with the age of the other ova placed in these 
groups. 

To estimate the age of the ovum in days it is necessary to con- 
sider the menstrual history, the dates of coitus, and the relation 
of the date of ovulation to the menstrual cycle. In addition, the 
length of time that the ovum may survive between ovulation and 
fertilization, and the length of time that the male germ cells will 
preserve their vitality after coitus must be considered. In this 
case the menstrual history is clear and the dates of coitus are 
known, but there is some doubt about the second date being as 
accurately remembered as the first. 

The ovum was obtained 32 days after the first day of the 
previous period, 19 days after the calculated day of ovulation, and 
15 days after the last coitus, 

It does not seem feasible that the coitus of the 23rd of March 
could have been effective, as, even supposing that the spermatozoa 
could have fertilized the ovum which would have left the Graafian 
follicle about the 27th March, the age of the ovum at the date of 
curettage would have been about 19 days. This is the age attri- 
buted by Streeter® to the Mateer specimen, which is altogether more 
advanced than the present specimen. 

Considering the latter date of coitus, namely 1st April, the 
age of the ovum appears to be 14 days. This age appears to me to 
be rather on the young side considering the state of development, 
and I believe that the date of coitus is wrong and that the ovum is 
15 days old. 

DESCRIPTION OF THE SPECIMEN. 
The Decidua. 

The decidua presents a similar appearance to that of Peters’ 
specimen. The specimen described by R. W. Te Linde® (obtained 
at a curetting), although at a slightly later stage of development, is 
very suitable for comparison, 

The decidua is very beautifully portrayed in Plate II], and it 
will be seen that the differentation into a compact and spongy layer 
is well marked, The surface epithelium in this drawing is shown 
in its proper relation to the underlying compacta; actually, it had 
become stripped from its attachment in many places during the 
preparation of the sections. 

A glance at Plate II, Fig. C, which illustrates the surface 
epithelium and compact layer, convinces one of the very marked 
cellular activity of the surface epithelium. 

This is apparently a secretory activity, as there is to be seen at 
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the apex of each cell a globular faintly staining body, either just or 
partially extruded from the cell body that has given it its origin. 
That this activity in the surface epithelium is short lived is sug- 
gested by the appearance of the nuclei of its individual cells, which 
are faintly staining and small compared to the nuclei of those 
contiguous cells which line the necks of the glands. The relation 
of the surface epithelium to the implantation cavity is remarkable 
in its similarity to the condition described and so fully illustrated 
by Peters. 

As the surface epithelium passes from the decidua vera to the 
decidua capsularis its character changes. It becomes more cubical 
than columnar and each cell has a broader and wider base, due, 
obviously, to the stretching of the underlying tissue by the growth 
of the implantation cavity. 

As is clearly seen in Plate III, the epithelium does not cover the 
summit of the ovum, but the breach in its continuity is filled by 
the presence of the Gewebspilz (Peters’) or a fibrin plug shaped 
like the cap of a mushroom, in that it overhangs the edges as well 
as filling the space between them. 

I cannot add to either the description or illustrations given 
in Peters’ monograph relating to the Gewebspilz, and I refer the 
reader to his original article. 

The necks of the glands are separated in the compact layer by a 
stroma which I will describe later; | only wish to say here that 
the gland mouths are remarkably close to one ‘another, the inter- 
vening distance being, in some cases, as little as 0.2 millimetre. 

The more deeply lying parts of the glands show great cellular 
activity, characterized by the indentation of their walls by ‘the 
proliferating epithelium. The epithelial cells are high, with basal 
nuclei which are deeply staining; the cytoplasm shows at its free 
edge a tendency to be irregular, and some of the cells approach 
in their appearance those cells of the surface epithelium that I have 
already described, but in no place is the same definite appearance 
of globular granules being extruded from the cells recognized. 

The proximity to each other of the glands in the spongy layer 
is very remarkable, and only a single layer of stroma cells is to 
be seen between the most closely packed glands. At the same time 
there are, at regular intervals, passing up from the basal layer of 
the endometrium or decidua, strands of stroma tissue in which 
the arterioles can be seen, each cut many times as they pass up 
towards the surface. In the sections, as many as 10 glands may be 
seen packed closely together before the interposition of vascular 
and stroma tissue. At the same time, two vascular columns of 
stroma may be seen, with only one gland intervening. 
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The contents of the glands vary to some degree, but, for the 
most part, the glands contain a faintly staining reticular material 
which seems to have retracted from the walls of the glands. It is 
more abundant in the deeper parts of the glands, but it is not 
in any sense restricted in its distribution through the lumina of 
the glands. 

There is, in addition, a different type of material in some of the 
glands, and I use the words ‘‘in addition’? advisedly, meaning that 
some of the glands contain two different materials, i.e. two materials 
that differ in their microscopic appearances at least. 

This latter material consists of globular bodies that might be 
interpreted as cells in a state of degeneration. They are mostly 
larger than the epithelial cells of the walls of the glands, but some 
of them do appear to possess nuclei. It is interesting to note that 
they are in all cases grouped, that is, if one is to be seen in the field, 
more are, on careful search, to be found in the same gland. They 
do not appear to be more numerous in those glands which approxi- 
mate to the implantation cavity, nor is there any suggestion that 
the glands in which they appear have been the site of haemorrhage. 

In those glands that lie immediately subjacent to the implanta- 
tion cavity there is yet another type of substance to be seen. It 
is homogeneous and darkly stained, and completely distends the 
surrounding gland wall so that it contrasts with the walls of the 
glands on either side by virtue of being quite free from indentations, 
and the individual cells are compressed. 

Two possibilities as to the nature of this material present them- 
selves; the first, that it is secretion penned up by the blocking of 
the gland ducts through the growing ovum compressing, surround- 
ing or invading them; the second, that it is blood, due to invasion 
of the ducts by trophoblast, which, at the same time, has opened 
up an intercommunication between the gland-lumen and maternal 
vessels. 

Both Peters’ and Frassi, quoted by Keibel,'® describe haemor- 
rhage into the uterine glands in the specimens they have described, 
and in my specimen | have found that in certain of the glands the 
material is, without any doubt, maternal blood. To sum up the 
appearance of the epithelial portion of the endometrium or decidua, 
there is great uniformity in its secretory activity, except in those 
glands just beneath the ovum, the secretory function of which has 
ended, and if these glands have retained a function it is now 
mechanical. 

In the consideration of the endometrium we have already 
recognized a distinct division of the early decidua into a compact 
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and spongy layer. We must, therefore, describe separately the 
stroma cells as seen in each of these two layers. 

The most remarkable feature is the absence of decidual reaction. 
There is no marked infiltration with leucocytes or round cells. 
The individual stroma cells of the compact layer present marked 
variations, both as regards size and form. (Plate II, Fig. C.) 
The larger cells have relatively a larger amount of cytoplasm, The 
nuclei are deeply staining, and ihese larger cells may be seen in 
those parts of the decidua lying furthest from the implantation 
cavity. Some of these cells show two nuclei (a well-known 
characteristic of the typical decidual cell of later pregnancy). 

I regard these cells as being intermediate between the ordinary 
stroma cells of the menstrual cycle and the true decidual cell. 
The majority of the cells are small, with a moderate amount of 
cytoplasm and deeply staining nuclei which are as large as the 
nuclei of the larger cells. The cells are not very closely packed, 
and appear to be separated by a faintly staining homogeneous 
material—an appearance suggesting oedema, This is well illus- 
trated in Plate I], Fig. C. 

I can say, definitely, that proximity to the implantation cavity 
does not influence the appearance of the stroma as regards decidual 
reaction. Where the oedema is marked the cells of the stroma 
assume a stellate appearance, due to protoplasmic tendrils which 
interlace with similar processes of neighbouring cells. One of 
the most remarkable features of the decidua compacta is its 
vascularity, but it does not present free blood-cells as described 
by Streeter in Miller’s specimen, 

That part of the stroma which lies between the glands presents 
a different picture. Such tracts of stroma are, in the main, extremely 
narrow and compressed, with the exception of those te which an 
arteriole is threading its upward course from the basalis to the 
compacta. In this part the great majority of the cells are of the 
smaller type and markedly spindle shaped. Their long axes lie 
parallel to the general direction of the glands. Oedematous patches 
are to be seen, and groups of cells with interlacing processes are 
also present, as in the compact layer. 

There is always a thick investment of stroma cells around the 
arterioles, and most of the cells are spindle shaped, their long axes 
are parallel to the free surface of the endometrium, as a rule, but 
their arrangement in circular whorls round the arterioles is their 
main characteristic. 

VASCULAR STRUCTURE, 

The description of the vascular structure naturally falls under 

two headings, for, first, we have, in that part of the endometrium 
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lying at some distance from the implantation cavity, vascular 
arrangements consisting of supplying arterioles ending in capillary 
channels with venous channels leading back to the deeper parts, 
which hitherto have not been broken into by the advancing tropho- 
blast; and, secondly, immediately in the neighbourhood of the 
ovum we have similar vascular arrangements, the structure of which 
has undergone most tremendous changes, the result of the invasion 
of the trophoblast. 

Bartelmez"! has illustrated and described the vascular structure 
on the twenty-third day of the menstrual cycle. I believe that the 
general structure of the vascular fields in the present specimen 
is the same as he has described for the latter half of the menstrual 
cycle. 

With the author’s kind permission I reproduce his reconstruc.- 
tion. (Plate V, Fig. A.) 

The most interesting and remarkable feature in those vascular 
structures near the implantation cavity is the thick walls of the 
capillaries, thick by virtue of the close crowding of the endothelial 
cells. Where these capillaries are distended with blood the out- 
standing feature is the predominance of leucocytes. (Plate IT, 
Fig. C). This feature becomes more noticeable as one nears the 
implantation cavity. On a general survey of the sections it is 
quite remarkable how such capillaries stand out on account of the 
deep staining of their endothelial walls. I believe that such a 
condition is not characteristic of pre-menstrual endometrium, and 
Peters also describes and illustrates the formation of proliferating 
capillaries in his specimen. 

It may be remarked here that Heape (quoted by Marshall'*) 
noted and discussed the predominance of leucocytes in the capill- 
aries of the pre-menstrual mucosa of monkeys. 

The great contrast presented by the vascular structure at the 
base of the ovum, where the capillary channels are invaded by the 
trophoblast, is well shown in Plate V, Fig. B.  Tihis plate 
represents a projection reconstruction, and was made to compare 
with Bartelmez’s illustration which I have reproduced. Plate V, 
Fig. B. has been reconstructed from slide 21 to slide 30 inclusive, 
which section would embody one-third of the basal decidua. Plate 
VI is a micro-photograph of section 3 on slide 24, which passes 
through the large sinus at the base of the implantation cavity. The 
position of this section is indicated on Plate V, Fig. B by two 
stars. The actual relation of section 3, slide 24, can be shown 
by holding a ruler between the two stars with its edge at righ! 
angles to the surface of the page. 

What becomes apparent from a study of the reconstruction is 
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that there is an uninterrupted circulation at the base of the ovum 
of a very special nature, We see a small supplying arteriole, the 
ultimate capillaries of which are divided into two types. 

The first consists of capillaries which communicate directly with 
the large venous sinus at the base of the ovum. Such communica- 
tions, of which there must be many, ensure a circulation, admittedly 
sluggish, for the diameter of the outgoing vessel is out of all 
proportion to that of the supplying arteriole. 

The second type consists of the capillaries in the compacta, 
which are to be seen invaded by the trophoblast in differing degrees. 

The stages just preceding such vascular invasion may be seen 
in those vessels just outside the region of the ovum, which are not 
dilated but are as described above, i.e. with thick walls and loaded 
with leucocytes. (Plate II], Fig. C). The stage of actual invasion 
is seen near the implantation cavity, just outside the surrounding 
zone. 

Here, as I will proceed to show, the vessels are being approached 
‘and invaded by special advance guard cells of the trophoblast ; 
actually contiguous with the implantation cavity the capillaries are 
seen invaded, the breaches in their endothelial walls being filled 
by syncytial masses. We must assume that in this specimen there 
were vessels such as these, invaded in a similar way at an earlier 
stage of development. 

The ultimate result of this advance of the chorionic vesicle is 
to produce an implantation cavity, the position of which occupies 
the previous position of the compact layer. Thus, eventually, the 
arterioles and venous channels of the spongy layer enter and drain 
the implantation cavity directly, without interposition of the 
capillaries of the destroved compact layer. 

The chief peculiarity of this particular stage of a developing 
placenta haemochorialis discoidalis olliformis is its temporary and 
changing structure, instanced particularly by the extreme lack of 
gross communication between the maternal vessels and the inter- 
villous space which is being formed. 

Peters illustrated the narrow forming channels in the syncytium 
filling the breaches of continuity in the maternal vessels, which 
channels, according to Peters, allowed the blood to intercommuni- 
cate between intervillous space and the maternal vessels. Although 
the present specimen is not so favourable for similar observations, 
as the congestion, so marked in Peters’ specimen, is absent, never- 
theless, the histological picture is altogether in support of Peters’ 
findings. Plate VI illustrates such channels as he mentions, 
leading between the large venous sinus and the implantation cavity. 
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THE TROPHOBLAST. 


The chorionic investment of the ovum has reached a state of 
development in which the villi not only possess a core of mesoderm, 
but are commencing to branch. [| will deal with the structure of 
the mesoderm in an account of the embryonic anlage. In this 
section I wish to describe the attachment of the ovum to the 
surrounding maternal] tissue, and particularly to elucidate vascular 
connexions which exist at this period of development. 

First of all, as in other early ova, Langhans’ layer can be seen, 
completely investing the blastocyst with the exception of a small 
area situated near the summit of the implantation cavity, where 
a curious adhesion is present between the trophoblast and the 
Gewebspilz. This fusion is very distinct and can be traced through 
five sections. I believe that this adhesion represents the remains 
of the operculum deciduae, A full discussion of the operculum 
deciduae was given by Teacher® in 1924. . 


Langhans’ layer is composed of individual cells with large, 
deeply staining nuclei. The cell boundaries are not well marked, 
but the nuclei are evenly spaced in marked distinetica from the 
nuclear arrangement in the overlying syncytium, Where Lang- 
hans’ layer is not thrown into folds by the villous formation it is 
evenly clothed by a thin layer of syncytium which presents the 
characteristic striated border. The sides of the villi present a 
similar investment, but nearing the tips of the villi the syncytium 
increases in depth. A typical villus measures 0.36 millimetres in 
length, and as one approaches the distal end the arrangement of 
the trophoblast ceases to be diagrammatic. The reason for this is 
an immense proliferation of the cells of Langhans’ layer, which 
form solid masses without a mesodermal core. These cells do not 
completely resemble the regular cells of Langhans’ layer, but are 
larger and more vacuolated, which characteristic becomes more 
marked at the periphery. It is not easy to be certain that such 
groups of cells are covered by syncytium, but an intervening Jayer 
of syncytium is usually seen between such cells and the forming 
intervillous spaces, and also between such groups of cells and 
the walls of the implantation cavity. [ believe that the inability 
to trace a complete investment of syncytium may be due to slight 
shrinkage during embedding and fixation, producing spaces which 
are artefacts. This contention is supported by the ease of recog- 
nition of the syncytium bordering those spaces in which maternal 
blood cells are to be seen. | can recognize a layer of syncytium 
completely surrounding the implantation cavity, thus separating: it 
from the enclosing: zone, 
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In parts of the implantation cavity the structure of the syncy- 
tium is similar to the spun-out reticulum as described in the T.B. 
Ovum No. 1. This appearance is noted particularly towards the 
summit of the implantation cavity where, of course, villous 
formation is not so advanced or profuse. 

In that part of the enclosing zone where maternal vessels are 
laid open, proliferation of the trophobiast is most marked, and 
many endothelial channels present an endothelial wall towards 
the maternal tissues and a wall of trophoblast towards the implanta- 
tion cavity. (Plate III). The appearance of such a vessel is well 
illustrated in Plate VI, where it is clearly seen that the trophoblast 
that has replaced the wall of the maternal vessel is mainly syncytial 
and shows the process of canalization, described by Peters, by 
which are formed the early channels between the maternal circu- 
lation and the intervillous space. 

In addition to a syncytium which clothes Langhans’ layer, one 
observes, distributed between the villi, large masses of syncytium 
which are less well stained and have nuclei with a faintly staining 
periphery and a well-stained nucleolus. 1 do not regard such 
masses as being essentially different from the rest of the syncytio- 
trophoblast, although at first sight their appearance suggested to 
me the possibility of their being symplasmata (Grosser,'’ quoting 
Bonnet). My conclusion is based on being able to trace a connexion 
between such masses and the more typical syncytium, and also on 
the recognition of the typical striated border to the protoplasm. 
The striated border of such masses of protoplasm is not so definite, 
or so easy to recognize, as in the syneytium bordering the villi. 

This conclusion leads to the belief that there are no maternal 
cells other than blood cells to be seen in the area between the 
chorionic epithelium constituting Langhans’ layer and the flattened 
syncytial lining of the implantation cavity. We have, therefore, in 
this area, an irregular network of young villi equally distributed 
over the chorionic vesicle, with the exception of that part in relation 
to the Gewebspilz, at the tips of which proliferation of the cells 
of Langhans’ laver has resulted in masses of cells which approach 
the enclosing zone. The villi and such cell masses are clothed 
by synevtium, but T find it difficult to decide whether these cell- 
masses, where they approach the enclosing zone, are actually in 
contact with the maternal tissues or whether a laver of syncytium 
has been interposed. 

The syneytium encloses two types of space: (1) intervillous 
spaces, and (2) smaller spaces, apparently of earlier origin due to 
vacuolation in the syneytium, Narrow channels in the syneyvtium 
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represent communications between these two types of spaces and 
the maternal blood-stream. 

We have now to consider a further group of cells which lie 
peripheral to the syncytio-trophoblast and are intermingled with 
maternal tissue of the enclosing zone and, indeed, penetrate so 
widely that their trophoblastic origin might be questioned. 

The enclosing zone is remarkable on account of its poorly 
staining constituents. Both glands and stroma share this charac- 
teristic, while the blood-vessels are, as a rule, dilated and their 
endothelial walls are well stained. The appearance of certain other 
well stained cells is more remarkable. (Pate VII, B). They may 
be seen distributed around the periphery of the ovum and sparsely 
even in the Gewebspilz. They are most numerous at the lateral 
poles of the implantation cavity. Their characteristic is their large 
size, for they are many times larger than the stroma cells; in 
addition, the very deeply staining nuclei, which may almost fill the 
cell body, are remarkable. 

There are two outstanding features in their arrangement : 
(1) They form fairly regular strands directed peripherally, and (2) 
they appear to be more numerous in the neighbourhood of dilated 
capillaries. Often such individual] cells are surrounded by a clear 
area, suggesting histolytic properties. I am satisfied that they 
possess a definite cell membrane. I have followed them through 
successive sections in order to satisfy myself that the most outlying 
of these cells are continuous with strands of similar, more centrally 
placed cells. | attribute the origin of these cells, therefore, to the 
trophoblast, and shal! proceed to bring forward further evidence 
of their nature, and also to show that similar cells were described 
in relation to the T.B. Ovum No. 1 and to Peters’ ovum, but 
the source of their origin was not decided. 

Peters, in his monograph of 1899, mentioned large cells in the 
neighbourhood of the ovum, the nature of which he discusses. His 
conclusions, however, are that these cells are not synoytial in 
origin, and he brings forth as evidence to support this view the 
identification of their definite cell walls. He states that their origin 
must remain doubtful to him, but he is inclined to the belief that 
they represent the earlier stages of the well-known decidual cells. 
Merttens’ has also described them and has emphasized the similar 
appearance of these formations to those found by Stralil? in the 
enclosing zone of the cat’s placenta, Strahl? attributed their 
origin to the syncytium. 

In Plate VI of Bryce and Teacher's description of T.B. Ovum 
No. 1, the necrotic zone of the decidua is shown illustrating a 
layer of large cells on its inner aspect, alluded to as large cells, 
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probably maternal, in various stages of degeneration, some lying 
free within the implantation cavity, others imbedded in the necrotic 
tissue. 

In Plate IX, Fig. 12 is shown a number of mono-nucleated 
cells, with large cell bodies, scattered through the ovarian tissue 
in the zone of attachment of the villi of an ovarian pregnancy. 
The authors state that some of these are probably of foetal origin. 

When Teacher’? wrote his epoch-making work on chorion- 
epithelioma, in 1903, he used the following words: 

“The typical elements (of chorion-epithelioma) are :— 

1. Small, well-defined polyhedral cells, with large vesicular 
nuclei, closely packed together in masses without any connective 
tissue stroma between them. 

2. Large multi-nucleated irregular masses of protoplasm, 
(plasmodia or syncytia), in which no definite cell boundaries 
are recognizable. 

3. Large cells, sometimes mono-nucleated, sometimes multi- 
nucleated, some of which present a resemblance to decidua cells, 
while others are identical in character with the multi-nucleated 
giant cells which occur in the decidua serotina, These are, in 
some parts, arranged in cell masses without intervening tissue 
stroma, in other parts they are infiltrating and destroying 
adjacent tissue after the manner of sarcoma.’’ (Plate VIII B 
and C). 

From the foregoing it will be seen that at the periphery of 
early ova large cells have been noted, the origin of which has been 
attributed to the decidua. Peters reasoned that syncytium could 
not give origin to cellular formations, but that the cells of Lang- 
hans’ layer could give origin to the syncytium seems to have been 
accepted by him. The reverse process does not seem to me to be 
inherently impossible. 

While hesitating to disagree with Teacher’s interpretation of 
his specimen, it must be remembered that his first ovum came from 
an aborted decidual cast and that degenerative changes, which led 
him to believe that the cells he described were maternal, might be 
due to the interval that had elapsed between their death and 
fixation. 

It is interesting to note that Hubrecht'* stated that he was very 
much struck by noticing that in a specimen fixed some hours after 
death the blastocyst (in’ the hedgehog) seemed very loosely 
attached to its surroundings; very much more so than he had ever 
noticed it in any blastocyst that was investigated when absolutely 
fresh, 
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The actual words in the 1908 monograph on the T.B. Ovum No. 1 
are: ‘“‘which are perhaps to be regarded as degenerating decidual 
cells.”” Such phraseology indicates that the origin of these cells 
was not certain. Similar cells are seen in the case of ovarian 
pregnancy, and some of these are admittedly foetal in origin. 

That the physiological prototype of chorion-epithelioma is the 
early chorionic investment of the ovum must be admitted. Teacher 
describes three types of constituent in the former. These three 
types of constituent are present in the specimen under consideration, 
namely, (1) the regular cells of Langhans’ layer and the aggrega- 
tions of similar cells at the tips of the villi; (2) masses of syncytium, 
and (3) large mono-nucleated cells invading the maternal tissue. 

Florian’’ has accurately described the trophoblast in the Ovum 
Bi. 1, and reproduces a photograph which may be compared with 
the drawing on Plate VII. He terms that part of the trophoblast 
invading the surrounding zone, proliferation plasmodium, in 
contra-distinction to the resorption plasmodium covering the villi. 

The type of cell that is pictured in Plate VII and marked (a) is 
not distinguished by him, but | am of opinion that the peculiar 
position of such cells, with regard to the capillary wall and their 
size as well as their relation to the more centrally situated 
trophoblast, makes it certain that such cells belong to the tropho- 
blast. 

The specimen that I am considering presents an early stage in 
the formation of a placenta haemochorialis, and the clarity of 
the description as regards the foetal and maternal constituents is of 
great importance. 

I have endeavoured to present an accurate description of the 
maternal vascular supply, both afferent and efferent, at this stage 
of development. Two types of syncytium are seen co-existing, the 
spun-out reticulum presenting remains of the first generation of 
syncytium as seen in Miller’s ovum, while the second generation 
is the regular covering layer for the forming villi. These syncytial 
structures | regard as primarily the result of contact of the tropho- 
blast with blood. 


The function of syncytium, from a study of this specimen, could 
not be concluded to be erosive, as nowhere are there to be seen 
syncytial masses invading vessels, but wherever a vessel has been 
eroded, syncytium is always present in abundance. The function 
of syncytium would appear to be always to surround maternal 
blood as it escapes from the eroded vessels and thus to prevent 
the blood from coming into contact with maternal tissue other 
than endothelium. This is beautifully shown in Plate ITI, where 
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a continuous layer of syncytium is indicated lying pressed up 
against the surrounding zone. Thus, the actual invasive property 
of syncytium may be doubted. 

Where the advancing trophoblast has to deal with the marginal 
decidua it takes on the characteristics of strands of large cells 
which grow outwards, bringing about the histolysis of the imme- 
diate surrounding zone, and eroding capillaries in such a way that 
a steady and rapid encroachment of the decidua by the chorionic 
vesicle continues by virtue of two main factors : 

1. The action of these advanced trophoblastic cells on the 
stroma and gland cells. 

2. The result of their action on the vessels, which is ultimately 
to admit blood slowly into the implantation cavity. This keeps 
the syncytial layers pressed up against the enclosing zone, a fact 
which must, by virtue of mechanical reasons, hasten the dissolu- 
tion of the maternal tissues. 

When we recall what a very rapid encroachment is effected by 
the chorionic vesicle, it becomes apparent that the medium in 
which it grows is receptive. It would appear to me that the forma- 
tion of a Gewebspilz, as described by Peters, is a normal occurrence 
in ova of about two weeks old, and that it is a very striking result 
of the rapid enlargement of the ovum without a corresponding 
and accommodating splitting of the compact layer of the decidua. 
But that later specimens, such as the ovum of Reichert, are 
completely covered by the capsularis seems to show that very soon 
the balance is adjusted. That the decidua capsularis must undergo 
considerable passive stretching, or, alternatively, active prolifera- 
tion, would appear necessary. I am convinced that it must be 2 
passive stretching. 

To return to the picture presented in the present specimen at 
the roof of the implantation cavity, I believe it shows the remains 
of the operculum deciduae, in addition to the well-formed Geweb- 
spilz. (Plate VIII A). I alluded to the adhesion of the blastocyst 
to the Gewebspilz: I do not think that the breach of continuity 
in Langhans’ layer is an artefact. If it is a normal occurrence for 
such a breach to occur it is possibly the result of the very firm 
adhesion of the operculum deciduae to the lips of the aperture by 
which the ovum became imbedded. If the growth of the ovum 
results in the margins of this aperture being drawn apart, the result 
would be either a break involving the maternal tissues on one or 
both sides, or a break in the chorionic vesicle. The appearance of 
my specimen suggests that the latter may have occurred, and if this 
is so the Gewebspilz may be formed as the result of the leakage 
from the chorionic vesicle, a suggestion which hitherto has not 
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been made. Thus, a firm covering for the ovum would be present 
while the lips of the decidua were still firmly attached by the 
operculum. Later, this attachment becomes increasingly difficult 
to identify because of the extreme attenuation of the decidua capsu- 
laris until the state of affairs in the present specimen is reached. 

I was puzzled to explain that appearance of the camera lucida 
drawing (Plate II, Figs. A and B) of the fixed, but unsectioned, 
specimen, which shows a circular area at one side, near the summit 
of the ovum. It appeared to me, after having identified the 
Gewebspilz, that this could hardly represent the original point of 
entrance. It is clear to me now, however, that this circular area 
is due to the adhesion of the blastocyst to the Gewebspilz over 
that small area where the !ayer of Langhans’ cells is wanting. 


DESCRIPTION OF THE CorPUS LUTEUM. 

At operation, the corpus luteum, situated in the left ovary, 
presented a globular appearance, It was resected, without macro- 
scopic trauma, After fixation its shape was that of a flattened 
sphere, the sections measuring 1.3 centimetres by 0.6 centimetre 
in their greatest diameters. (Plate IV, Fig. A). 

The luteal tissue presents the usual folded appearance, while 
the centre of the structure is occupied by a cavity filled with very 
loose fibrous tissue. (Plate IV, Fig. C). The invasion of the 
luteal tissue by capillary vessels from the theca externa is very 
complete. These vessels reach the margins of the central space, 
and some capillary channels are to be recognized in the fibrous 
tissue of the central space. The endothelial cells of the capillaries 
are closely packed, suggesting continued proliferation. The luteal 
cells are, as a rule, round or polygonal, with deeply staining nuclei. 
The nuclei show a well-defined nuclear membrane and a deeply 
staining nucleolus. In addition, some of the nuclei show chromatin 
granules. The cytoplasm of the cells shows varying degrees of 
vacuolation, while large clear spaces, bounded by what is, appar- 
ently, the cell membrane, are scattered profusely throughout the 
sections. Most of these clear spaces are larger than the surrounding 
luteal cells. It appears as if these clear spaces represent cells, 
the contents of which have been dissolved by the reagents used in 
preparation. In some places a nucleus with some surrounding 
cytoplasm is situated in one of these clear spaces. It is, there- 
fore, inferred that these spaces represent ective functioning cells, 
the structure of which has been completely disintegrated by the 
solution and the removal of a large part of their contents. 

In those cells which do not show vacuolation the cytoplasm is 
moderately deeply staining and presents a ground glass appear- 
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ance. The connective tissue forming the central core is continuous 
with strands of similar but more developed strands of connective 
tissue, which can be traced to their origin at the periphery. The 
capillary vessels can be identified in such strands. In the centre 
of this fibrous core, which is composed of widely separated young 
connective tissue cells, is enmeshed a moderate amount of blood. 
This blood is definitely in the nature of haemorrhage and is quite 
fresh, and I believe it to be the result of the handling of the specimen 
during removal. The luteal cells are bordered on their internal 
surface, which surrounds the central core by a definite internal 
lining of compressed connective tissue. 

According to the classification of Franck, quoted by Graves,’ 
this corpus luteum has reached a stage of maturity, in that it 
presents not only a picture of complete vascularization but also the 
luteal cells in their typical secreting stage. Some of the cells of 
the theca interna are notable for their large size, and are illustrated 
in Plate IV, Fig. B. These cells approach the luteal cells in size 
but their position differentiates them, for they are not intermingled 
with the luteal cells but are situated in the connective tissue strands 
which stretch inwards from the theca interna between the masses 
of luteal cells. They do not show vacuolation. 

The question of whether or not degenerative change has already 
commenced to appear need hardly be considered in a corpus luteum 
of pregnancy which has developed from a follicle in which ovulation 
occurred about 19 days before the specimen was obtained. I regard 
the histological picture as evidencing continued activity, particu- 
larly on account of the vascularity of the whole structure. The 
very small haemorrhages in the central core are almost certainly 
the result of trauma during removal of the specimen, 


DISCUSSION. 

Following the description of the decidua and that of the tropho- 
blast, I feel that a consideration of the microscopic appearance of 
the specimen in relation to the present theories of the relation of 
ovulation to menstruation must be made. 


First, the glandular structure demands attention. The picture 
of glandular activity presented in this specimen surpasses that of 
the pre-menstrual condition, Is it to be concluded that such activity 
is merely a phylogenetic survival without function at this stage 
of pregnancy in the hyman female? It is clearly indicated by 
comparative studies that the human ovum for a period of some 
days, must remain in the lumen of the uterus before becoming 
imbedded. That its pabulum in such circumstances would be 
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provided by the secretion of the uterine glands is a natural con- 
clusion. It may be deduced that such a function in the present 
specimen, where the ovum has already been imbedded for about 
10 days, is no longer necessary. My belief is that glandular activity 
is now of mechanical value; for as long as the glands are dilated 
and closely packed, the intervening strands of stroma are reduced 
to a mimimum. This will militate against the invasion of the 
spongy layer by the trophoblast. The trophoblast has, apparently, 
a much greater affinity for the destruction of stroma cells than of 
glandular epithelium. This is remarkable, for the first tissue to 
be attacked is the surface epithelium; but it is to be noted that, 
in this primary encroachment of the imbedding ovum, the ovum 
attacks the surface epithelium in the opposite direction to that 
which the subsequent attacks on the gland ducts are made. It may 
be remarked here that the condition of placenta accreta pre-supposes 
an ability of the trophoblast to invade the spongy layer. That 
such an invasion would be favoured by an absence of glandular 
activity, with increase of the intervening stroma, is obvious. In 
some forms of endometritis such a condition would occur, and this 
condition has been fully reported by various authors, including 
Tiemeyer.”’ : 

I have noted the peculiar appearance of the glands immediately 
subjacent to the ovum. Their cavities are distended by what is, 
apparently, maternal blood or penned-up secretion. Glands dis- 
tended with blood have been described both by Peters and Frassi 
as lying basal to the implantation cavity. In the present specimen 
the relation of these distended glands to the blood supply of 
the implantation cayity is suggestive. I conclude that their 
distended condition influences the circulation at the base of the 
ovum: compression of the venous channels must result, but the 
compressive effect on the arterioles would not be so great. This 
would result in the slowing of the venous return and, subsequently, 
a dilatation of the veins, resulting in the production of the sinus- 
like vessel portrayed in Plate VI. 

Thus, the glandular portion of the endometrium has other 
functions than the secretory function which must be regarded as the 
primary one. Apparently, in the menstrual cycle, the secretory 
function has to do with the solution of the menstrual clot. That the 
menstrual clot must undergo some change before its expulsion 
from the uterus, as the menstrual flow is a necessity if painful 
contractions of the uterus are to be avoided. At menstruation the 
compact layer and part of the spongy layer are thrown off, and 
thus the same line of cleavage is made use of at the ‘‘menstrual 
abortion’’ as at a full-time confinement. 
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The functions of the uterine glands might be summed up as 
follows :— 

1. In the menstrual cycle. 

(a) Secretory. To produce a ferment which facilitates the 
destruction of the menstrual clot. 

(b) Mechanical. To form, at menstruation, a layer which is 
a natural line of separation, leaving behind closely 
packed fundi of the glands constituting an easily 
repaired surface. 

2. During reproduction. 

(a) Secretory. To produce embryotrophe for the period 
that the ovum remains in the uterine cavity before 
imbedding takes place. 

(b) Mechanical. 

(1) Formation of a layer impervious to the action of the 
trophoblast. 

(2) The exertion of a definite effect on the blood-supply 
at the commencement of pregnancy, favouring the 
formation of a venous sinus. 

(3) Provision of a natural line of cleavage. 

(4) Provision of a layer from which the regeneration of 
the mucous membrane takes place post-partum. 

The stroma cells next command attention. I am confident that 
decidual reaction has only started to appear and is very far from 
complete. With regard to this observation it is very remarkable 
that on the last day of the menstrual cycle, decidual reaction is 
much more complete than in early pregnancy.’® Such a fact is 
surely hard to correlate with the accepted ideas on the production 
of decidual reaction. 

That decidual reaction in the human female has nothing or little 
to do with immediate contact with the growing ovum is borne out 
by the occurrence of typical decidua in the uterus in ectopic preg- 
nancy, and also by the occurrence, in normal pregnancy, of ectopic 
decidual cells, the distribution of which is, in particular, of great 
interest. It is also to be noted that the occurrence‘of large cells in 
the immediately surrounding zone of early human ova has usually 
been attributed to decidual reaction. Such a conclusion, in my 
opinion, is erroneous, as I have shown in this specimen that the 
large cells are trophoblastic in origin. It will be remembered that 
Hubrecht" at first ascribed the origin of large cells in the hedge- 
hog’s decidua to the maternal cells, but later he concluded that 
the origin of these so-called deciduofracts was trophoblastic. 

My interpretation of the compact layer of the endometrium is 
that it provides a suitable medium, both vascularly and in its loose 
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cellular formation for placentation. The compact layer is capable 
of yielding to the advance of the trophoblast in such a manner that 
the decidua capsularis is easily lifted to form a covering for the 
ovum, and that deeper invasion into the spongiosa is rendered 
unnecessary to accommodate the increasing bulk of the growing 
chorionic vesicle. 

Next comes the consideration of the vascular supply of the 
decidua. The arterioles, as they ascend between the closely packed 
glands, are surrounded by a considerable stratum of stroma cells, 
and in the same stratum an efferent vein can usualiy be identified. 
The arteriole is extremely tortuous. The veins beneath the implan- 
tation cavity are dilated, but further away from the implantation 
cavity they are collapsed. 

The capillaries, which are the only vascular components of the 
compact layer, are dilated in the immediate region of the implan- 
tation cavity and, further from it, are extremely remarkable on 
account of their proliferating endothelial walls and their increased 
leucocyte content. The former indicates cellular proliferation 
resulting in an increased resistance to the passage of blood-stream, 
which explains the presence of leucocytes which have the inherent 
characteristic of being more easily retarded in the capillary circu- 
lation than are the erythrocytes. Whether the presence of 
leucocytes is fortuitous or whether their presence is of importance 
during the process of placentation is a question I cannot answer. 
In the latter supposition, their function might either be to supply 
embryotrophe to the advancing trophoblast, or else to stem the 
advancing tide of foetal invasion. Under conditions in which 
placentation is of the epithelio-chorialic type the leucocytic infil- 
tration is embryotrophic in function. 

Heape’’ concluded that the presence of leucocytes in the pre- 
menstrual endometrium was evidence of a presence of a toxin. 
I am inclined to believe that their presence in this specimen is not 
of very great significance, but is merely the mechanical result of 
the vascular formation necessary for the advance of the ovum. 

The great hypertrophy of the walls of the endothelial channels 
of the compact layer is a necessary preparation for the tremendous 
dilatation that is undergone after their invasion by the trophoblast. 
The factor that results in such hypertrophy, at present must remain 
uncertain. 

The spiral structure of the arterioles is worthy of comment. 
Such arterioles are not seen elsewhere in the body. Their peculiar 
structure is well suited for the changes that they must undergo 
during the menstrual cycle and pregnancy. For instance, the struc- 
ture would tend to minimize the loss at menstruation due to the low 
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pressure in the capillaries that would result from the circuitous route 
offered to the blood by these tortuous vessels. The spiral arrange- 
ment protects the arteriole during the tissue loss of menstruation, 
as, when the integrity of the mucosa collapses at menstruation, 
accompanied as it is by involution, it can be readily imagined that 
such -corkscrew-shaped vessels would retract to ‘an exaggerated 
degree, thus retracting to a deeper layer than that involved by 
tissue loss. In early pregnancy the spiral arterioles insure a low 
pressure in the capillaries, which minimizes the blood leakage when 
the invasion by trophoblast occurs. Possibly, in later pregnancy, 
the spiral arrangement allows of rapid increase in calibre, without 
increase in the distance traversed by the arteriole. The structure 
of the sinus at this period does not differ from capillary dilatation. 
It must be noted, however, that the venous channels as they advance 
towards the basal layer of the endometrium have an increasingly 
thicker investment of stroma cells, which are taking on the function 
of supporting the walls of the venous channels. 


With regard to the circulation which takes place in the inter- 
villous spaces, I would suggest that it is facilitated by the great 
dilatation of the venous channels at the base of the ovum. For if 
we have at the base of the implantation cavity, as a constant factor, 
an extremely dilated venous channel, its constancy suggests a 
definite function. The pressure in such a dilated channel must 
necessarily be very much reduced. The capillaries supplying the 
blood to the intervillous space are not so markedly dilated. Thus, 
this condition of affairs is present: the pressure of the blood 
coming in at the lateral margins of the implantation cavity is 
higher than the pressure in the large veins at the base. Tthis 
would result in the drainage of the blood from the implantation 
cavity, thus establishing, at this early stage, a ‘‘placental’’ 
circulation. 


In attempting to correlate the conclusions which may be drawn 
from the study of the corpus luteum and decidua of the present 
specimen, with the theories of the inter-relationship between the 
corpus luteum and anterior pituitary on the one hand, and 
menstruation and pregnancy on the other, a consideration of the 
current views on the subject becomes necessary. 


The views formulated by Beckwith Whitehouse,’* in 1926, with 
regard to the activity of the corpus luteum, and with regard to the 
effect of withdrawal of such activity, although providing a partial 
explanation of the menstrual cycle, did not explain certain aspects 
_ of the problem. The question of the relation of pro-oestral 
degeneration to menstrual bleeding was not explained, and the 
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view that the death of an unfertilized ovum caused corpus luteum 
degeneration seemed somewhat inadequate. 

The question of the relation of pro-oestral degeneration 
to menstruation can only be decided by making a definition of 
the term pro-cestrus and deciding its relation to ovulation. I 
believe ovulation occurs about. the middle of the menstrual 
cycle,’® ?°.* and that oestrus, or period of sexual desire in the human 
female, does not bear the same relation to ovulation as in the 
lower mammalia. Thus, the term pro-oestrus, if applied to a part 
of the cycle in the human female, cannot carry with it the same 
meaning as it does when ovulation and the period of oestrus nearly 
coincide. 

I believe all deductions regarding the menstrual cycle must be 
made on a basis which takes into consideration the fact that 
ovulation is the all-important factor underlying the cyclic changes— 
when those cyclic changes are concerned with reproduction. It is a 
disregard of this basic fact, and also lack of evidence as to the 
time relation of ovulation to the menstrual flow, that have led to 
the confusion of pro-oestral bleeding in the female dog ‘with men- 
strual bleeding in the human female. 

My belief is that normally there is no marked pro-oestral 
degeneration at the end of the pro-oestrus in the human female, 
although there may be slight retrogressive changes after the with- 
drawal of the stimulus from the follicle at the time of ovulation, 
which normally does not result in uterine bleeding; but these 
retrogressive changes are prevented from becoming marked on 
account of the stimulus, so soon after ovulation, that is derived 
from the corpus luteum. Hartman” has shown that very slight 
haemorrhage does occur in the middle of the cycle in monkeys, 
and I have noted the occurrence of uterine bleeding in pathological 
conditions of the endometrium in the human female. Such bleeding 
would occur with the same regularity as menstrual bleeding at about 
the thirteenth day of the cycle, and is particularly likely to occur in 
polypoid conditions of the endometrium. 

Is it either logical or necessary to conclude that menstruation 
represents both pro-oestral and pseudo-pregnant degeneration ? 
To my mind it appears illogical to prolong pro-oestrus after the 
occurrence of ovulation. Presumably, folliculin?® produces the 
necessary stimulus to produce the pro-oestral condition of the endo- 
metrium, The withdrawal of the stimulus arising in the follicle by 
excision of the follicle will result in uterine bleeding. This with- 
drawal of the follicle stimulus differs from what might be supposed 
to occur at Ovuation, because in the latter case the secretion of 
‘progestin will shortly ensue on the rupture of the follicle. It is, 
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therefore, evident, from the withdrawal (surgically) being followed 
by bleeding (presumably pro-oestral degeneration) that there is 
no efficient mechanism outside the follicle to maintain pro-oestral 
conditions, which rather militates against the telescopic views of 
menstruation which postulate the continuance of pro-oestral 
conditions, plus pseudo-pregnancy, right up to the onset of 
menstruation. 

Hartman” states that the anterior pituitary elaborates a sub- 
stance causing uterine bleeding. He produces evidence from 
experimental work in monkeys. If such a substance is secreted by 
the human pituitary, resulting in menstrual bleeding, its recognition 
would revolutionize the theories regarding the cycle and would 
remove the difficulty of having to accept the view that the onset 
of menstruation is due to the death of the unfertilized ovum. Iam 
inclined to accept Hartman’s views. 

The decidual picture 1 have attempted to describe represents 
the condition of affairs 32 days after the first day of the last 
menstrual period. It is pertinent to consider the very altered 
picture the endometrium would have presented on this day, had 
pregnancy not occurred. The endometrium, had such been the 
case, would have undergone the collapse and destruction of men- 
struation and would already have been regenerated to a great 
degree. 

To what factors must we ascribe the maintenance of the intact 
and secreting structure of the young decidua? We have in, the 
corpus luteum a picture of activity which suggests its complicity 
in maintaining the young decidua in a state of glandular activity. 

How are we to explain the continuance of corpus luteum activity 
in pregnancy and its degeneration in the menstrual cycle? If we 
accept the view” that the follicular and lutein phase in the ovary 
is controlled by the internal secretions of the anterior pituitary, 
namely prolan A and prolan B, we must conclude that a rhythmic 
activity exists in the hypophysis. Hartman has introduced a new 
factor which, one presumes, is the elaboration of an active substance 
in the anterior pituitary capable of producing haemorrhage In the 
endometrium at a time synchronous with the withdrawal of prolan 
B.° This substance is secreted only for a short time, when it is 
followed by the secretion of prolan A. 

A study of a corpus luteum, removed on the second day of the 
menstrual cycle, is suggestive in this light for I noted that its 
interior, in sharp contrast to the corpus luteum of the present 
specimen, contained gross haemorrhage. 

__.. The question that I asked myself was: Is haemorrhage in the 
corpus luteum coincident with the onset of menstruation? If such 
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should prove to be the case, Hartman’s ideas would receive further 
support, for coincident haemorrhages in the corpus luteum and the 
endometrium suggest an active haemorrhage-producing hormone. 

To return to the consideration of the alternatives which are the 
result of pregnancy. It is reasonable to suppose that an imbedded 
ovum could exert a hormonic influence on the anterior pituitary 
body. Such hormonic influence apparently inhibits the production 
of the hormone that would bring about menstrual bleeding. We 
know that under the influence of pregnancy the output of the 
hormones, prolan A and prolan B, is considerably increased and 
prolonged. Thus, we have an explanation of the absence of men- 
struation and of corpus luteum proliferation which results in the 
continued activity of the young decidua. In attributing a hormonic 
influence to the imbedded ovum which results in the inhibition 
of menstruation, I realize that I have not taken into account 
Teacher’s conclusion that imbedding might occur so late as the 
fourth day of an ensuing cycle. The weight of evidence appears 
to me to be against such a conclusion—a conclusion from which it 
would necessarily follow that the unimbedded ovum, when fer- 
tilized but lying free in the Fallopian tube or uterine lumen, could 
exercise some hormonic influence which results in the prevention 
of the onset of menstruation. 

The functions of the corpus luteum** may be enumerated as 
follows :— 

1. To stimulate the pre-menstrual secretory activity of the 
endometrium. 

2. To maintain a stimulus to the endometrium during preg- 
nancy which results in continued activity of the endometrium, 
bringing about the changes that convert it to decidua. 

3. To stimulate mammary changes which prepare the breasts 
for lactation. 

4. To inhibit ovulation during pregnancy. 

It is difficult to obtain evidence bearing on the length of time 
that the corpus luteum remains active during pregnancy. To what 
period is its activity prolonged? I have repeatedly observed that 
the ovaries at full time (in cases of Caesarean section) do not differ 
markedly from one another, and that there is not the same obvious 
corpus luteum that one expects to recognize both in the menstrual 
cycle and in the early months of pregnancy. 

It is an accepted fact that the corpus luteum is not essential for 
the continuance of pregnancy in the later months, and, recently, 
Corbet”’ reported a case in which the corpus luteum was removed 
as early as the forty-fourth day after the first day of the last period 
and the patient proved to be’ pregnant and carried on to full time. 
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I had the opportunity of studying the sections of this corpus 
luteum, and its general appearance was very similar to the corpus 
luteum from the present specimen, 

At first sight such a result as Corbet reports seems surprising, 
but becomes more explicable when the phylogenetic significance 
of the corpus luteum is reviewed. 


In species in which placenta epithelio-chorialis exists, the 
corpus luteum is of greater importance than in man, when placenta 
haemo-chorialis occurs. In other words the corpus luteum is 
essential during the whole of pregnancy in those species in which 
the uterine mucous membrane is responsible for the secretion of 
embryotrophe after the placenta has reached its fully developed 
condition. 

Such a contention fits in with the absolutely constant results 
obtained by Drummond and Asdell in their experimental work 
involving the removal of the corpus luteum from pregnant goats, 
at various periods of gestation. The result was always the 
termination of the pregnancy, even in the later weeks. 


Now consider the result of the removal of the corpus luteum as 
early as a few days after the first missed period. The delicate 
structure of the still actively secreting decidua would presumably 
be rapidly altered by a sudden involution comparable to the changes 
that occur at menstruation. The as yet very small implantation 
cavity would be involved in a collapse of such an extent that 
haemorrhage and death of the ovum would result and abortion 
occur. It would seem that if removal of the corpus luteum was 
carried out after the decidua had reached its full development, say 
at the sixteenth week of pregnancy,”* no ill effects would be 
expected to follow. 


The removal of the corpus luteum, however, after the fourth 
week of pregnancy, being unaccompanied by interruption of a 
pregnancy can be explained by the fact that any resulting retro- 
gression in the secretory activity of the decidua at that time would 


be relatively small in its mechanical effects on the growing implan- 
tation cavity. 


The tonclusion formed is that the corpus luteum is necessary, 
before implantation, to stimulate the glands to secrete, and this 
secretory activity must be prolonged until imbedding is completed, 
and that, after imbedding is complete, the continuance of preg- 
nancy does not depend directly on the activity of the corpus 
luteum, but that removal of the corpus [uteum during the early 
months of pregnancy may be followed by abortion due to the 
changes that would result in the young decidua. 
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That the corpus luteum is not essential in all cases after the 
fourth week is proved by Corbet’s case. 

The relation of the corpus luteum to the decidual cell is very 
difficult to determine. I have suggested that the corpus luteum of 
menstruation may be the seat of haemorrhage at the time of the 
onset of the menstrual flow. If such is the case its existence as a 
gland of internal secretion comes to a sudden end, It is likely 
that the corpus luteum during pregnancy gradually becomes more 
and more inactive. Now, in the menstrual cycle, it has been noted 
that the stroma cells are very like decidual cells in the few hours 
preceding the onset of the menstrual flow. Again, it is to be noted 
that in many young pregnancies the absence of decidual reaction 
is noted. Evidently the presence of decidua] cells becomes constant 
at about the fourth week of pregnancy. 

These facts are suggestive. They lead one to the conclusion 
that decidual cells may make their appearance at the time when the 
corpus luteum has ceased to elaborate its hormone, 

Wilfred Shaw” states that decidual cell production is controlled 
by the corpus luteum through a hormone circulating in the blood. 

Is it possible that the decidual cell results from the stroma cell, 
which, having been stimulated by the corpus luteum, undergoes 
those changes that result in a decidual cell after or coincident with 
the withdrawal of the corpus luteum hormone ? 


CONCLUSIONS. 

1. That the features of the decidua at the fifteenth day of preg- 
nancy do not altogether correspond with those found in pre- 
menstrual endometrium. These differences may be summarized 
as follows :— é 

(a) The secretory activity of the glands and of the surface 
epithelium is more marked. (The changes in the glands 
produced by the mechanical effects of the growing ovum 
do not come under consideration.) 

(b) The stroma cells do not so nearly approach the typical 
decidual cell in appearance as they do in the immediately 
pre-menstrual endometrium. 

(c) The vascular condition in the compact layer is remarkable 
on account of the proliferation of the endothelial cells 
of the capillary walls and the marked preponderance of 
leucocytes. 

2. That a reconstruction of the vascular arrangements at the 
base of the implantation cavity shows how the peculiar arrangement 
of the arterioles and veins of the pre-menstrual endometrium (as 
reconstructed by Bartelmez)’ is modified by an early pregnancy. 
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The following is of particular interest :— 

The capillaries of the uterine circulation communicate with the 
veins at two different levels in the endometrium, namely in the 
compact layer, and in the spongy layer. The effect of this arrange- 
ment is that when, during placentation, the compact layer 
undergoes almost complete destruction, there is an underlying 
circulation uninterrupted in the spongy layer. This uninter- 
rupted circulation reduces the liability to thrombosis, which would 
be likely to occur if all the capillaries of the arterioles were involved 
in trophoblastic invasion. Also, the maintenance of a circulation 
at the base of the ovum, independent of the forming placental 
circulation, and at the same time communicating with it, favours 
the ultimate establishment of a circulation in the implantation 
cavity. 

The absence of blood in the implantation cavity of the 
present specimen, and in Frassi’s; Ovum as compared with the 
congested state of the implantation cavity in Peters’ Ovum and 
Ovum T.B. No. 2, support the view that even as early as the 
second or third week, a definite circulation through the implanta- 
tion cavity is effected. 

3. The various types of trophoblast have been described and 
illustrated at this stage of pregnancy. The conclusions reached 
are as follows :— The trophoblast varies in the form that it assumes 
according to the nature of its surroundings. There are four differing 
types of structure in the trophoblast of this specimen: (1) Cells of 
Langhans’ layer and similar cells forming solid masses connecting 
the typical villi with the margins of the implantation cavity. (2) The 
syncytial covering of the villi and similar masses of syncytium 
which lie free in the implantation cavity. (A more reticulated 
syncytium is also seen towards the summit of the ovum which is 
like the syncytium of earlier specimens.) (3) Strands of cells which 
are situated in the necrotic surrounding zone and appear in places 
to approach syncytium in character as the protoplasm of neigh- 
bouring cells is intermingled. (4) Cells of somewhat similar 
appearance, which are situated in the, as yet, healthy decidua 
immediately outside the necrotic surrounding or enclosing zone. 

These findings confirm the descriptions of the trophoblast in 
Ovum Bi. No. 1, by Florian, in which the first type of syncytium 
is termed resorption plasmodium and those cells in the surround- 
ing zone are termed proliferating plasmodium. 

I believe that the cells that I have described in the healthy 
decidua outside the necrotic zone must belong to the trophoblast 
for reasons that I have enumerated. 

‘An added reason to suppose these cells to be trophoblastic 
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in origin is that it would be hard to imagine how the trophoblast 
could advance if its method of attack did not include the invasion 
of the, as yet, unaltered decidua. 

4. That the changes that occur in the corpus luteum during the 
menstrual cycle and pregnancy are not fully understood, and that 
a study of a series of corpora lutea, recovered during menstruation, 
will possibly give support to Hartman’s theories of the menstrual 
cycle, 

In conclusion, I wish to thank Professor J. Bronté Gatenby 
for the help he has given me. He carried out the sectioning 
of the specimen, and the drawings reproduced in Plate II. In 
addition, he placed his department at my disposal to carry out the 
work incorporated in this communication, and at all times was 
ready with advice and helpful criticism. 

Miss M. O’Brien, who is responsible for the remainder of the 
drawings, has exercised the most meticulous care in reproducing 
_ accurately the beauty of the individual sections. It is needless 
to stress the painstaking work that was necessary to produce the 
results that she has achieved in Plate III. 

My thanks are also tendered to Professor A. Francis Dixon, 
who kindly placed at my disposal a great deal of literature which 
has been of great help. Doctor Robert Stumpf has always been 
ready to help me with the translations of German literature. 
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ILLUSTRATIONS, 
PLATE I. 


Table of comparative ages of well-known early human ova adapted from 
Streeter with the addition of the data of the ovum Bi No. 1 described 
by Florian and the data of the present specimen. 

In this table are shown the clinical data of the human embryos of 
Group I of the presomite period (Streeter) arranged from above downward 
in order of their development. 

The data of the present specimen are illustrated by the first and 
second lines of figures. 

The first line shows the actual dates of the month as compared with 
the days of the menstrual cycle figured in the second line. 


PLATE II, 

Camera Lucida drawing made by Professor J. Bronté Gatenby of the 
fixed unsectioned specimen. 

The scale is marked in millimetres. The lateral view shows the marked 
projection of the implantation cavity above the level of the surrounding 
mucosa. 

(a) The specimen drawn from above. 

(b) The specimen drawn from the side. 

(c) Drawing of the compact layer of the decidua magnified by 680 
diameters. Here is shown the very marked secretory activity of the surface 
epithelium. The stroma cells do not show a marked degree of decidual 
reaction. A capillary is seen with a very well marked wall of closely 
packed endothelial cells. In the lumen of the capillary the predominance 
of leucocytes is remarkable. 


PLATE III. 


Drawing of Section 5 on slide 30; magnified 70 diameters. Approxi- 
mately the meridian section of the implantation cavity and ovum. A close 
study of this drawing reveals many interesting points: The decidua is 
plainly differentiated into a compact and a spongy layer. The surface 
epithelium and the epithelium of the glands are in a stage of active 
secretion. The surface epithelium cannot be traced over the summit of 
the ovum. The summit of the implantation cavity is roofed by a closing 
coagulum : the gewebspilz of Hubert Peters. The implantation cavity is 
situated in the compact layer and the subjacent spongy layer is modified 
by its presence. Beneath the ovum the glands of the spongy layer are 
dilated and contain a dense material which is either penned up secretion 
or maternal blood. 

The relationship of the trophoblast to the surrounding compact layer 
is clearly shown, and the syncytial trophoblast forms a continuous lining 
for the implantation cavity. The villi show branching and they have well- 
marked mesodermal cores. The magma cavity contains a faintly staining 
granular substance, while the embryonic anlage is represented by the yolk 
sac, the embryonic disc and ampion. The body stalk does not appear in 
this section. The dilated vessels in the decidua are well shown, and on 
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the right side of the implantation cavity a sinus of large proportions is 
seen whose wall adjacent to the ovum has been invaded and replaced by 
trophoblast. 


PLATE IV. 

The corpus luteum. (a) Drawing of the corpus luteum. Section magni- 
fied by 18 diameters. This drawing shows the general structure and 
proportions of the corpus luteum. The central core is occupied by young 
fibrous tissue showing a very loose reticular structure. 

(b) The theca interna and the subjacent luteal cells magnified by 340 
diameters: The large proliferating cells of the theca interna are seen 
projecting in a wedge-shaped mass between the luteal cells on either side. 

(c) Portion of the central core magnified by 340 diameters showing the 
loose fibrous tissue and some dilated capillaries. 


PLATE V. 

(a) The vascular arrangements in the pre-menstrual endometrium on 
the twenty-third day of the cycle. Reconstruction drawing reproduced 
with the kind permission of Dr. Bartelmez. 

(b) Reconstruction of the vascular arrangements at the base of the 
implantation activity. This drawing, reconstructed from slides 21 to 32 
inclusive shows the ascending arteriole in black with its marked spiral 
course. One of its terminal capillaries is traced into a venous tributary 
of the large sinus at the base of the ovum. The remarkable distended 
veinous sinus are shown in grey and offer an appearance suitable 
for comparison with the veins in Bartelmez’ figure. The two stars indicate 
the position occupied by section 2 on slide 24, a photograph of which is 
figured in Plate VI. 

(c) The same reconstruction to show the relationship of a uterine gland. 
The gland is seen to be somewhat dilated and its neck is constricted by 
pressure from the advancing trophoblast. 


PLATE VI. 

Microphotograph of the base of the implantation cavity, magnification 
70 diameters. 

This photograph shows very clearly the gap in the endothelial lining 
of the maternal sinus occupied by syncytial trophoblast. This syncytium 
presents narrow channels in its substance which form connecting passages 
between the intervillous spaces and the maternal blood stream. This 
picture is interesting to study in conjunction with the reconstruction 
Plate 6(b) as the positions of the various arterial channels and venous sinus 
can be identified in each. 


PLATE VII. 

Drawing of the trophoblast to show its relationship in detail to the 
decidua. Magnification 420 diameters. 

This picture shows a typical villus at the lateral pole of the ovum. 
At the tip of the villus there is a mass of cells which are to be regarded 
as continuous with, and derived from Langhans’ layer. These cells are 
larger and more vacuolated than the regular cells of Langhans’ layer, 
clothing the chorionic vesicle and the villi. Covering the villi and the 
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chorionic vesicle there is a very definite layer of syncytium marked C. 
Similar but less readily discernible syncytium clothes the masses of cells 
at the tips of the villi. At the tip of the cell mass, where it is in contact 
with the necrotic zone of the decidua the character of the trophoblast 
changes. Here it is represented by strands of cells which are marked B 
and whose protoplasm, in places, merges into that of the neighbouring 
cells. In the healthy marginal decidua the cells marked A are interpre- 
tated as being derived from the trophoblast one of these cells is seen 
projecting into the lumen of a maternal capillary. 


PuatE VIII. 

(a) The adhesions between the roof of the blastocyst and the gewebspilz. 
Microphotograph magnification 230 diameters. This photograph was taken 
by’ Mr. Pittock in the Department of Anatomy, University College, 
Iondon, and is reproduced by the kind permission of Professor J. P. Hill. 

(b) Microphotograph magnified 35 diameters of a specimen of chorion- 
epithelioma. Rotunda Hospital specimen reproduced with the kind per- 
mission of Dr. Bethel Solomons. This section shows a vein in the wall 
of the uterus with a mass of tumour cells lying free in the lumen of the 
vein. 

(c) The same section magnified 165 diameters, showing the similarity 
in the tumour to the cellular structure of the trophoblast figured in 
Plate VII. 

It is readily noted how alike the cells of the tumour mass lying free 
in the vein are to the cell mass at the tip of the villus, both with the 
surrounding layer of syncytium. In that part of the tumour in the 
proximity of the vein, cells of the tumour are seen proliferating outwards 
into necrotic uterine tissue; which resemble in their structure and forma- 
tion the cells of the trophoblast in the necrotic and marginal decidua. 














Clinical Observations on the Anti-tubercular Vaccination 
of the Newborn Child with Bacillus Calmette—Guérin. 
By 
PROFESSOR PAUL Bar. 


Honorary Fellow of the British College of Obstetricians and 
Gynaecologists. 


INTRODUCTORY STATEMENT. 

In an introductory chapter Professor Bar reviews the history of 
research into the question of the hereditary transmission of tuber- 
culosis during the past 40 years, a research in which he himself 
has played no méan part. He recalls the early view, that infec- 
tion was invariably post-natal, and could not be conveyed through 
the placenta, and he shows how unassailable this view then 
appeared. Two main points upheld it :— 


1. Placentae of heavily infected tuberculous mothers, more 
often than not, did not show any evidence, naked eye or micro- 
scopical, of tuberculous infection. 

2. Their children at birth, even though wasted and dying, 
almost always gave negative results to the tuberculin test. 

He then shows how the epoch-making discovery of Fontes (con- 
firmed by Calmette) threw light on these apparent anomalies. 
Fontes showed that the bacillus tuberculosis of Koch could exist 
in another form, that is, as an ultra-microscopic filtrable virus 
which could traverse the human or animal placenta without leav- 
ing demonstrable traces, and could heavily infect the infant even 
to the extent of a septicaemia without a positive tuberculin test. 
This, Calmette explains, is due to the absence of reactive power 
(‘‘anergy’’) of such feeble children who, having no mechanism 
of their own to produce immunity, only possess such as is trans- 
mitted to them by their mothers. As each positive tuberculin test 
is a sign of a tuberculous lesion, such children suffering from a 
virus septicaemia without lesions may be expected to give negative 
results. 

He next calls attention to the splendid work which is being 
done in France and elsewhere to lessen the incidence of this 
terrible scourge, and pleads that physicians and obstetricians all 
over the world should assist by investigating this method of 
préducing immunity, that is, vaccination by Bacillus Calmette- 
-Guérin, and ultimately adopting it. 
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THE TECHNIQUE OF VACCINATION OF THE NEWBORN. 
The vaccine. 

Calmette explained in London (1931) how, working -with 
Guérin on the absorption of tubercle bacilli by the alimentary 
tract in bovine pulmonary tuberculosis, he obtained a bacillus of 
fixed attenuation, designated B.C.G. 

‘fAs early as 1901 certain experiments on roebucks and young 
oxen had shown Guérin and myself that the absorption of 
virulent bacilli by the mucous membranes of the. digestive tract 
plays a predominant part .in tuberculous infection of the lungs, 
just as it does in pulmonary glanders in horses. In studying this 
mode of infection we tried to imitate, as closely as possible, the 
conditions of natural infection. The animals absorbed carefully 
prepared suspensions of bacilli, mixed with their food, or given by 
means of an oesophageal tube. To obtain fine emulsions of bacilli 
we first ground them in an agate mortar, with egg-yolk and, later, 
with pure sterilized bile, the latter giving the best results. This 
gave us the idea that it might be easier to emulsify bacilli grown 
on potatoes cooked in ox-bile and kept in hour-glass tubes con- 
taining sterile pure five per cent gilycerinated bile, the potatoes 
being’ dipped at one end in this extremely alkaline liquid, rich in 
lipoids. We were able to establish that tubercle bacilli grew very 
well on this culture medium, on which they presented a character- 
istic appearance, resembling that of B. Mallei. They could 
be easily emulsified in physiological saline solution, much more 
so than cultures that had grown on ordinary glycerine broth or 
potato, and it was much easier to infect animals with small doses 
of such suspensions. ‘ Hence it became our rule to cultivate our 
strain on bile potato. It was a virulent bovine strain isolated in 
1902 by Nocard from milk. obtained from a tuberculous udder.. - 

‘*After 30 cultures on bile potato we remarked that-the strain 
ceased to kill guinea-pigs. After 60 passages on bile it was 
still slightly virulent for rabbits and horses, but it had become 
absolutely non-virulent for guinea-pigs, monkeys and calves. We 
then pursued our research work in this direction and in 1912 
we undertook experiments on a large scale on calves, placed in 
special stables, under conditions most favourable to natural 
infection. These experiments were prematurely interrupted .by 
the war but had already provided us with valuable information, 
published by us in 1920 in the Annales de I’Institut Pasteur, 1920, 
Vol. xxxiv, p. 553. 

‘*We were able to demonstrate that intravenous—or, better, sub- 
cutaneous—injections of our bile bacillus (50 to 100 mg.) in young 
calves could make them manifestly resistant to natural or experi- 
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mental virulent infections, and we had ascertained that- this 
resistance against experimental infections persisted during 12 to 
18 months...”’ 


‘‘Our bile bacillus, which is to-day shortly designated as B.C.G. 
(bacillus Calmette-Guérin) was, at that moment, at its 23oth 
passage on the bile medium, and no further modifications of its 
characteristics took place. Intra-peritoneal injection of -as much 
as 1o mg. B.C.G. in guinea-pigs was followed by the formation of 
nodules in the omentum, persisting several weeks without doing 
any damage to the animal, and finally vanishing by resorption 
without leaving a trace, so that when the animal was killed five 
or six months after the injection it was impossible to discover 
the smallest lesion, even under the microscope. It seemed that 
we had obtained a real vaccine, of hereditarily fixed attentuation, 
like Pasteur’s anthrax vaccines; indeed, all our efforts to restore 
its virulence by passage in animals or by mixed inoculations of 
B.C.G. and tuberculin or other irritating substances, were 
successful.* 


In view of the ubiquity of the B. Tuberculosis, Calmette 
believes that most individuals are mildly infected in the first year 
of life, and that the majority usually, but not invariably, develop 
sufficient immunity to repel subsequent more virulent or more 
massive infections. It is obviously better safely to confer an 
immunity at the earliest possible moment than to leave to chance 
the implantation of a protecting or, as it may prove, a fatal in- 
fection. 


He thinks that the fixedly attenuated bacillus, obtained 
gist March, 1932, after 433 cultures on ox-bile should permit of 
the making of a vaccine fulfilling two essentials :—safety and 
efficacy—‘‘definitely incapable of causing progressive tuberculosis 
even in high doses, in animals or man, and inoffensive to birds, 
but with the same antigenic properties as virulent bacilli to pro- 
voke antibody formation.’’+ 


* This section is given in English by Prof. Bar. It seems to me, in 
view of what follows, that it ought to be ‘‘unsuccessful.’”? B.E.B. 


+ The vaccine for oral administration is supplied by the Pasteur Insti- 
tute in three ampoules labelled B.C.G.. each containing one centigramme. 
of vaccine in two cubic centimetres of vehicle. These are the necessary 
doses, and should be given by spoon on the fourth, sixth and eighth, or 
fifth, seventh and ninth days of life. The vaccine is fragile and must be 
used within 10 days of making. ; 


The vaccine for subcutaneous injection is labelled B.C.G.-SC. The 
ampoules contain two cubic centimetres, but the dose for children of one to 
four. years of age-is.one cubic centimetre, containing a one-hundredth of a 
milligramme of B.C.G. 
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The first and still most common route is by the mouth. It has 
also been given subcutaneously, intramuscularly and (experi- 
mentally) intraperitoneally. 


Administration by mouth. 

This method was first employed by Weill Hallé in July, 1921. 
Obviously Calmette’s experiments in bovine tuberculosis led him 
to recommend this method. Besides, it was more agreeable to 
the public. It might be thought that the vaccine would pass 
through the stomach and intestines too rapidly to be absorbed, or 
might be altered by the digestive juices, but as regards the latter 
Chaussinand had shown that B.C.G. is found, often in great 
quantity, in the stools of vaccinated infants. Further, tuberculin 
reactions are more slowly produced in orally vaccinated children. 
Chaussinand found only eight per cent positive reactors eight 
weeks after vaccination, but the proportion is steadily rising and 
was 97 per cent in orally vaccinated children observed by Debré, 
Lelong, and Melle Pictet who had been rigidly isolated from 
infectious contact. . 

It was said that such sensitization was transient. This is not 
proven as Debré, Lelong and Pictet have shown the reaction of 
children to be still positive at five years of age. (July, 1932.) 

It is certain that if the vaccine, orally administered, is not 
completely absorbed, at least enough is absorbed to produce 
immunity. This is not surprising. We know from Boquet’s 
work that the alimentary mucosa is readily penetrable in labora- 
tory animals, for example, guinea-pigs, since bacilli are recover- 
able from the blood and bile a few hours after ingestion. This 
ease of absorption is highly developed in the newborn and the 
young of animals. Weigert and Disse have shown that the cells 
of the intestinal mucosa are hardly differentiated in the first weeks 
of life, so that poisons and organisms pass rapidly into the 
lymphatics and thus throughout the body. 

Finally, it need not be feared that the intestinal juices will 
seriously alter the vaccine. The ‘‘anergy,’’ of which I have 
spoken, which is the rule in the newborn, has its corollary in the 
feeble power of the intestinal cells. The maternal milk supplies 
them with albumins which do not require altering, fats already 
modified, and salts in right proportion. Obstetricians know how 
Abderhalden’s work has enlarged our knowledge on that point, 
and daily practice proves that constituents other than mother’s 
milk are found, unchanged, in the stools of infants, the. more so 
as they differ from it. ' 

For all these reasons oral administration of the vaccine is good 
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and rational. In preferring it to subcutaneous injection which 
sometimes provokes small cold abscesses, benign, but prone to 
upset parents, the practitioner at least avoids a disagreeable 
incident. 


Vaccination by subcutaneous injection. 

This method, as first reserved for re-vaccinations for adults or 
for children over one year of age, is attended by the risk of a 
cold abscess at the injection site, especially with large doses—o.25 
to one milligramme—such as were given at the beginning. If 
one gives a dose of one-hundredth of a milligramme one may see, 
in two or three weeks, a small painless nodule, which persists for 
a time but, as often as not, undergoes resolution without suppura- 
tion. If it does suppurate, evacuation by syringe usually suffices. 
The evacuated fluid will not make a guinea-pig tuberculous. 

In reserving the subcutaneous injection for children over one 
year of age, for adults and for re-vaccination, Calmette recom- 
mends a preliminary tuberculin test (Mantoux or Pirquet), 
vaccination to be withheld if it is negative. The risk of the 
formation of an abscess is thus reduced. 

This test is not advisable in-the newborn. The obstacle is the 
need to vaccinate soon, besides a negative result would be mis- 


leading on account of the ‘‘anergy’’ of the subject. 


Intraperitoneal vaccination. 

Intraperitoneal vaccination was only employed experimentally 
and has not any practical interest. 

Intramuscular vaccination has been tried at the paediatric 
clinic of Strasbourg. The tests were not made on newborn 
children but can be applied to them. 

It was known that big doses intramuscularly had not caused 
cold abscesses, and it was thought that this route would give a 
quicker and stronger immunity. In Chaussinand’s opinion it 
would be very useful for newborn children who could not be 
isolated from infection and, therefore, required a rapidly produced 
‘immunity. Experience shows that best results followed the in- 
jection of two doses of B.C.G. injected simultaneously at two 
different points. This gave a quick immunity without untoward 
results. 

These are the routes in ascending order of powerfulness :— 
(1) by the mouth, (2) subcutaneously, (3) intramuscularly. 

‘Whatever method is used B.C.G. vaccination is ineffective un- 
less, during the necessary time, strict and effective isolation of the 
infant is carried out. For however important heredity may be, post- 
natal contagion is still the most powerful source of infection. 
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Isolation is necessary for the children of tuberculous mothers, or 
for those living in an infectious environment. It is the most 
essential and the least observed requirement and, if it is not 
realized, results are deceiving. True isolation is extremely diffi- 
cult to achieve. 


To isolate the child when the mother is tuberculous, or suspect, 
means to take it away and feed with milk other than its mother’s. 
True, bottle feeding is not difficult, but how can we surmount the 
obstacles if the mother is not gravely ill, or if the father only is 
infectious? None the less it must be done. It is easy enough to 
isolate the child for a few days before.vaccination, but not so easy 
during the month necessary to obtain immunity. After this month 
what course should be advised ? 


It is illusory to think that the child is completely protected 
except in a few cases, as is shown by vaccinated children who 
thrive in contagious environments, while unvaccinated brothers 
and sisters waste and die. (I shall speak of this more fully later 
on.) There is, however, no fixed criterion of complete immunity, 
even in a patient who is healthy in an infective environment. Side 
by: side with these are children who, for some unknown reason, 
merely acquire a heightened resistance; subjected to virulent 
massive infection they resist incompletely. However, if an en- 
vironment is not frankly healthy or at all suspect, one must label 
it contagious, and, as present-day knowledge does not permit us 
to measure the degree of resistance in a vaccinated child, the only 
logical procedure is to isolate it at least during the receptive years. 
How can this be achieved to-day? No matter how successfully 
the doctor may overcome all sentimental obstacles, separation. in 
such large numbers is only possible on a collective basis. We 
possess in France first-class private foundations for the placing 
of very small children, but they are quite insufficient. 


The harmlessness and efficacy of B.C.G. 
Every practitioner asked to vaccinate a newborn child will ask 
himself two questions. Is B.C.G. really safe, and does it work ? 


Its harmlessness. 
‘The doctor knows that the child is going to get living bacilli. 
Is it quite certain that these germs are attenuated and incapable of 
becoming virulent ? ' 
The problem of. harmlessness presents itself in another way. 
If the living and attenuated germs are inoculated, may they 
not caifse the newborn an illness? It is said that there is a 
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condition called the B.C.G. disease, ‘‘wne bécégétite,’’ and-is this 
disease always so benign as to be included in those negligible 
conditions described by Nichol? In certain cases may it not be 
severe? Practitioners know well the clinical signs of this 
“‘bécégétite,’”’ its frequency, its gravity and its effect on the child’s 
future.. Ten years have produced an abundant literature on these 
questions. 

Is the attenuation of B.C.G. definite? While affirming that 
B.C.G. is definitely attenuated, Calmette and Guérin admit that it 
may cause cellular reactions, that it may even set up a follicular 
formation in certain organs, and that it certainly does produce 
humoral modifications, which are so far only suspected. All these 
facts have one common characteristic. They are transient, they 
die spontaneously, and they are never progressive. Extracts of 
these follicles—these glands, never make an animal tuberculous. 
For the newborn, therefore, B.C.G. is a saprophyte unable to 
regain its virulence, but able to provoke protective reactions. 


Is the child who has been given B.C.G. likely to endanger 
6ther people? Innumerable laboratory researchers confirm the 
definite fixed attenuation of B.C.G. :— 


1. One might fear that the vaccine would contain virulent 
bacilli, and thus initiate an infection, poor in bacilli, which might 
become a pathological process (thus is explained some of the 
results of Pétroff on bovine tuberculosis, but Saenz has shown the 
complete absence of virulent bacilli from B.C.G.). 


2. It might be thought that the passage of vaccines through 
certain media might render them virulent, and that the virulence 
might be multiplied in passing through different ceiesainiee This 
cannot occur with B.C.G. 


3. It has even been tried by massive doses to vary the thes 
of B.C.G. but without result. 

Calmette reports a case in which, owing to a scbaebiadls error 
23 children, aged four to 14 years, were given a centigramme.of 
B.C.G. instead of 150th of a milligramme. Each child had a cold 
abscess which in 13 patients cleared up spontaneously, and in 1o 
patients after a puncture. Chaussinand and Tempé, at Strasbourg, 
gave a hydrocephalic newborn infant two milligrammes intra- 
peritoneally. The infant died at Basle four months later without 
any lesion referable to the vaccine. At autopsy, ‘the abdominal 
organs, liver, kidneys, etc., showed minute meri follicles ; inocu- 
lation of the mesenteric glands was negative.”’ 

Wilbert, in French Guinea, injected chimpanzees with as much 
as 80 milligrammes, and produced only a transient lymphadenitis. 
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4. By giving lactic acid with a vaccine of anthrax one heightens 
its virulence. Lactic acid does not renew the virulence of B.C.G. 

5. Lowenstein-Hohn announced that by treating B.C.G. with 
sulphuric acid, and culturing it on egg, one could make it 
virulent. Saenz failed to repeat these experiments. 

6. Cannot B.C.G. through an intercurrent infection become 
virulent ? 

Rappin taught that this could happen with a B. coli infection, 
and included it in tests on guinea-pigs. He got cold abscesses, 
which healed in all cases but one. Unfortunately he does not give 
the microscopic results of the post-mortem on the single animal 
which died, and so one cannot know whether or not death was due 
to the B.C.G. 

Hormaeche, of Monte Video, observed a return of virulence 
by passing B.C.G. through guinea-pigs infected by streptococci. 
Calmette received the streptococcus observed, but his pupil, Saenz, 
could not revive the virulence of B.C.G. by giving it with this 
streptococcus. Here is another important experiment of Saenz. 
He inoculated guinea-pigs intraperitoneally with B.C.G. or with 
the B. Preiss-Nocard, but observed no exaltation of B.C.G. in re- 
inoculation. B. Preiss-Nocard grew alone. All these tests on the 
possible return of B.C.G. to virulence provide an impressive en- 
semble. They show conclusively that to-day nobody has been able 
to render it virulent, although, of course this might. be done by 
some agent as yet unknown. Still, some observers are un- 
convinced—Pétroff, also Watson, in his report to the Ministry 0! 
Agriculture of Canada, 1930. Here is Calmette’s reply :— 

‘fAll these facts refer to experiments on guinea-pigs or rabbits 
under such conditions that it is not possible to say that they are 
conclusive. No experiment has been done which has excluded the 
possibility of some other accidental or spontaneous infection.” 

In any case, we know to-day, from the work of Stanley Griffith 
and Douglas, Sewall and Lurie, Opie, Perlaa, O. Feierabeno, 
Lange, W. Kolle, Caulaud, Thruce, and A. Saenz that spon- 
taneous tuberculous infection of the guinea-pig and rabbit is far 
from being rare. Its frequency is in direct proportion to the 
length of stay of the animals in the stables or cages of the 
laboratory, especially when they are fed with bread or vegetables 
which may have been infected by tuberculous sputa such as occurs 

_ in the nurseries of hospitals or sanatoria. This must be the source 
of those occasional spontaneous virulent infections observed by 
some investigators among the numerous guinea-pigs and rabbits 
which have remained well in spite of enormous doses of B.C.G. 

Another source of error with guinea-pigs is the confusion of true 
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tuberculous lesions with pseudo-tuberculosis of rodents. The 
similarity is often so striking that to be certain, the organs in 
question ought to be subjected to the most careful laboratory. 
examination. ; 

Most probably the facts reported by E. A. Watson, S. A. 
Pétroff and other authors are attributable to mistakes of this sort. 
Watson inoculated many hundreds of guinea-pigs with massive 
doses of B.C.G. and, after 18 months, found one or two per cent 
which had genuine tubercular lesions, progressive, re-inoculable, 
while the remainder remained unaffected. We, for our part, have 
inoculated tens of thousands of guinea-pigs with B.C.G., and have 
kept them two and a half years—much longer than Pétroff or 
Watson. We have increased the doses from animal to animal, 
but never have we seen progressive tubercular re-inoculable 
lesions develop in series, and when Pétroff maintains that he has 
isolated (by the disassociation method of Arkwright and King) 
colonies of Type R, and (very rarely) one to 35,000 colonies of 
virulent Type S, he must admit to-day that he has. been the 
victim of an error in technique. This has been irrefutably proved 
by Neufeld, Lange, and F. Gerlach at Vienna, C. Prausmitz at 
Breslau, Tzekhnowitler at Karkhoff, W. Park at New York, 
Cantacuzéne at Bucarest, and Aldershoff at Utrecht. 

To sum up, one conclusion emerges from laboratory experi- 
ments. The attenuation of B.C.G. is definitely fixed. 

But is this the case when B.C.G. is inoculated into a child? 
Park isolated cultures from the pus of cold abscesses in five child- 
ren, vaccinated subcutaneously with B.C.G. Some of these had 
remained from two and a half to six months in the human host. 
They were identical with the original B.C.G. and non-virulent to 
rabbits and guinea-pigs. He also obtained a culture from a mesen- 
teric gland in a child vaccinated by mouth, who died five months 
later with pneumonia. The culture was identical with B.C.G. 
Often, indeed, cold abscess pus and pounded gland tissue from 
vaccinated children have been inoculated into animals without suc- 
ceeding in setting up progressive tuberculosis. The common 
characteristic of vaccination lesions is the genuine absence of 
virulence. 

None the less, some disturbing facts have been published. 
Nobecourt found, post-mortem, in a vaccinated child of eight 
months who died from measles, mediastinal and mesenteric glands 
which were enlarged and red. The pounded tissue of the media- 
stinal glands did not make guinea-pigs tuberculous, but the 
mesenteric glands did. Rare cases have been described in which 
some glands were found to be tuberculous, whilst others were not. 
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Such facts are hard to interpret. The observer should, in fact, 
have regard to all factors which may intervene. If Calmette 
replied as he did to simple experiments on animals, how much 
more difficult the problem when we bear in mind the multiple 
factors which may intervene in the case of human beings. In 
truth, no publication to date genuinely demonstrates a return of 
virulence to B.C.G. 

The infant observed by Nobécourt, for example, had tubercu- 
lous parents, had been brought up in contact with them, and had 
had a fever a month before his death. Consider for a moment the 
possibilities which are present. Adenitis of rubella origin, the 
exacerbation of glandular lesions due to the hereditary ultra virus, 
tuberculous reinfection—it is impossible to say how much weight 
is to be attributed to any single factor. 

Let me cite a case observed by Lignéres, who found that 
pus from an abscess following B.C.G. produced progressive tuber- 
culosis and concluded that B.C.G. had regained its virulence. 
Calmette was able to demonstrate that, in fact, it was a specific 
unknown infection, due to a para-tuberculous organism quite 
different from B.C.G., and to streptococci and staphylococci. Al 
the present time we may conclude that the numerous experiments 
on animals, and the observations on thousands of vaccinated 
children, compel us to accept Calmette’s main conclusion, that the 
attenuation of virulence of B.C.G. is fixed. 


The clinical phenomena resulting from vaccination of the newborn 

with B.C.G. 

In the vast majority of cases, when B.C.G. is given by the mouth, 
the child is completely unaffected. This, although the protective 
action of B.C.G. is due to biological reactions, but these are 
so trifling that they pass unobserved by physicians who very often 
do not recognize them. Further, when these reactions are sharper, 
they are not observable for several weeks, and it is often hard to 
distinguish the results of the vaccination from quite different con- 
ditions. Exact clinical interpretations are impossible when infants 
brought up in unknown and often unhealthy environments with 
tuberculous parents and temporary or permanent infective con- 
tacts are concerned. Nobécourt’s and Lignére’s cases are examples 
of this sort. 

If a large number of facts are equivocal, certain ones ought to 
draw attention. In spite of the gaps in our knowledge, we can 
gather a few facts which will serve as a basis of study. For con- 
venience of description one can group post-vaccinal phenomena 
into two groups :— 
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(1) Early sequelae, (2) secondary sequelae. 


Early sequelae. 

These vary with the method. If sub-cutaneous there will be 
local rashes, Koch’s phenomenon, polyadenitis, varying with the 
site of injection. If vaccination is by the mouth, the phenomenon 
of Koch is avoided, but it is not impossible that the digestive 
apparatus may react in a way of its own. Such reactions are so 
far not clear. Among the early sequelae, the following syndromes 
may occur singly or together :— 

(1) Fever, (2) Diarrhoea, (3) Loss of weight. 


Fever. 

May occur with or without diarrhoea and may reach 40°C. 

I have heard of a case in which, for two months, the child had 
a temperature of between 37.5°C. and 38.5°C., after which it re- 
turned to normal without influencing the child’s development, 

J. Hutinel quotes a case after vaccination with B.C.G. 

A child, whose father was tuberculous, was prematurely born. 
Shortly after birth its temperature went up to 38.8°C. It was 
thought that this was one of those common fevers of premature 
children in an overheated environment. The temperature of the 
room was reduced, and the child’s temperature became normal. 
On the third and fifth day he was given B.C.G. by mouth. After 
the second dose he became cyanosed. His temperature was 
38.2°C. and remained febrile for a month, swinging between 
38°C. and 40°C. There were no symptoms other than abdominal 
distension and attacks of cyanosis. He gained weight regularly 
and recovered after a month. 

Hutinel indicted the B.C.G. This interpretation is possible, 
but it must be remembered that in the newborn, especially if pre- 
mature, the temperature regulation is often unstable, and attacks 
of pyrexia with cyanosis are not unknown, and in this particular 
case, the temperature had risen before any B.C.G. had been given. 
This case ought to be considered with another published recently 
by Troiser. After having given a young man of 19, with a 
negative cutaneous test, three centigrammes of B.C.G. in 11 days, 
Troiser observed, 10 days after the last injection, a veritable 
typhoid state. Recovery was complete and spontaneous in a 
month. 

Calmette himself has observed analagous cases in animal ex- 
periment. 


Diarrhoea. 
Diarrhoea is not unknown after buccal vaccination. The stools 
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are yellow and liquid, and sometimes there is vomiting. The 
diarrhoea and vomiting disappear spontaneously without treat- 
ment and never retard the development of the baby. 

Chaussinand found two out of 49 children who developed a 
severe dyspepsia, and he thinks that children of tuberculous 
mothers are most susceptible. Tixier recalls a child weighing four 
kilogrammes, whose mother had’ undergone nephrectomy three 
years previously for renal tuberculosis. He was taken away from 
her and vaccinated, but developed acute, intractable diarrhoea, 
lost weight rapidly and died. This was the only abnormal case 
in a room with 14 healthy vaccinated children. 

Baigue reports a case which resembles typhoid. It began 
after the first dose of vaccine, and was much worse after the third. 
The child died on the nineteenth day. It is quite possible that 
the absorption of vaccine by the intestinal mucosa is attended with 
risk of reaction, but one must recognize that most published obser- 
vations throw doubt on the causation of diarrhoea by vaccination. 

Lelorier’s case shows how easily mistakes can be made. He 
ascribed severe diarrhoea, in several infants, to vaccination with 
B.C.G., until he found. that other, unvaccinated, children had the 
same symptoms in the same hospital. A strict study of these 
cases should include bacteriological examination of the motions. 
This examination was omitted in the foregoing cases. 


Loss of weight. 

Loss of weight has attracted attention, the more so as when it 
is rapid and prolonged, and the general condition is low, it is one 
of the signs of contamination of the newborn children of tubercu- 
lous mothers. 

Hallé and Turpin, in a series of observations, did not have a 
case in 399 children brought up in healthy surroundings. In 152 
vaccinated children of tuberculous patients they found no more 
variation than could be attributed to the diet. Still many obser- 
vers believe that during vaccination, and subsequently, loss of 
weight from 100 to 300 grammes may occur, and certain children 
may lose as much as 1000 grammes. This loss of weight is the 
only definite symptom. It ceases without treatment, and the child 
rapidly becomes normal without any change in diet. 


Secondary sequelae. 

Secondary sequelae are to be seen after the sixth week, often 
in the third or fourth month, and sometimes later. Our knowledge 
of them comes from the pediatricians who are called to see them, 
but obstetricians must know about them if they are to assess the 
sequelae of vaccination, The clinical phenomena represent the 
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reactions of the lymphatic organs. These we know occur normally 
after vaccination with B.C.G. and appear to be essential for the 
production of immunity. They usually pass unobserved. Some- 
times they are revealed in a polyadenitis which ustally heals 
spontaneously, but which, depending on its severity and localiza- 
tion, may give rise to anxiety. On the whole very little is really 
known about them. 


Post-vaccinal polyadenitis, 

Post-vaccinal polyadenitis appears most often in the third and 
fourth week, and sometimes in the third or fourth month after the 
vaccine has been given by the mouth—seldom later. We cannot 
tell how often it occurs because the doctor is not called in unless 
it is severe enough to upset the parents. It is desirable that 
institutions in which vaccinated children are under constant 
observation should let us know the result of periodical medical 
examination, in which investigations by radioscopy, and tubercu- 
lin tests were made. Weizbowska at Varsovia, Sayé at Barcelona, 
Park at New York, and Van den Berg at Amsterdam are doing 
this. The research has hardly begun; it should be continued. 
Most often the adenitis occurs in the cervical region—it is 
discrete, painless and lasts for weeks. It disappears slowly and 
spontaneously. There is fever up to 38°C. but it may be higher. 
The general condition of the child remains good. Cases have 
been described in which it has been more severe, the symptoms 
more general, and sometimes suppuration occurred. Post-mortem 
examination on vaccinated children who have died from some 
other cause often shows large, red, mesenteric glands, which 
did not cause any clinical symptoms during life. 

A child of healthy parents and living in a healthy environment, 
was vaccinated three months prior to an attack of generalized 
polyadenitis with slight fever. A tuberculin skin test was strongly 
positive. The polyadenitis and sluggishness of the child sug- 
gested leukaemia, but the blood, on examination, was negative, 
and he recovered spontaneously. At 11 months polyadenitis 
recurred and disappeared again. 

The most striking signs are due to thoracic adenitis and have 
been studied by Sayé and Drucker, of Copenhagen; they appear 
three or four months after vaccination. On X-rays examination 
shadows are found about the hila which at times suggest broncho- 
pneumonia. Sometimes the condition gives rise to respiratory 
trouble but, as a rule, symptoms are absent. This syndrome, 
reported recently by Drucker (1931), is very like that described 
by Debré and Ameville in certain types of curable’ pulmonary 
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tuberculosis. The outlook is very favourable, and a remarkable 
thing is, that the general condition of these children is unaffected. 
They may lose a little weight but soon recover it. This was 
marked in one of Drucker’s cases, the child remained well 
although in a contagious environment. A careful study of 
mediastinal adenitis in vaccinated children, and the pulmonary 
lesions which accompany them, should be carried out by the 
clinicians. The statistics of vaccinated children include, especially 
among those in infective surroundings, cases of pneumonia and 
capillary bronchitis. True, these conditions seldom have any 
connexion with vaccination. Still, it would be very interesting 
to know if the mediastinal adenitis and the pulmonary complica- 
tions which may be associated with it may not, in some cases, 
be the cause of some of these reported pulmonary syndromes. 

The adenitis attributed to B.C.G. clinically resembles that due 
to the ultra virus of which I have spoken, the same generalization 
and the same benign course. One characteristic only seems to 
distinguish their primary cause, the possible return to virulence of 
the ultra virus, the fixed attenuation of B.C.G. We do not know 
the conditions which stimulate these glandular reactions—they are 
probably many—none the less children of tuberculous mothers 
seem predisposed. Drucker’s patient, for example, had a tuber- 
culous mother. In the controversy relating to the attenuation of 
B.C.G., people are too ready to attribute all post-vaccinal sequelae 
to a return to virulence of B.C.G. One cannot say whether the 
absorption of live bacilli in children of tuberculous mothers and 
carriers of the ultra virus may not result in a strong reaction, any 
more than one can say which derives directly from B.C.G. or which 
from the ultra virus. I know that experiment has shown (Saenz) 
that injecting B.C.G. into guinea-pigs, previously infected with 
ultra virus, does not cause a return to virulence of B.C.G. These 
experiments are inconclusive as regards the child of a tubereulous 
mother. A case recorded by Valtis and Negre shows that the 
question should be further studied. In trying to exalt the viru- 
Ience of a filtrable virus, which was itself feebly active, they 
treated animals previously inoculated with tuberculous filtrates 
(extracts of Koch’s bacillus) and they were able to produce genuine 
tuberculous lesions which were re-inoculable. It is desirable that 
clinical observation as to the sensitivity of children infected by the 
ultra virus to B.C.G. should be pursued. 


A bscesses. 
Occasionally a gland ‘suppurates and forms a cold abscess, 
which heals either spontaneously or after simple puncture. Be- 
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sides gland abscesses there may be subcutaneous cold abscesses. 
Heimbeck, of Oslo, reports that they generally occurred from six 
to 12 weeks after subcutaneous vaccination. These subcutaneous 
abscesses are likewise benign. Cases have been reported in which 
children vaccinated by the mouth have died of multiple abscesses. 
Unfortunately, bacteriological examinations were not made and 
their cause is doubtful. 

Meningeal symptoms have also been noted, including one case 
of a child who had a temperature of 38°C. for three months, and 
frequent ‘convulsions following vaccination. He got better 
spontaneously and is now well. One cannot say what was the 
cause. Such accidents are surely possible. The small-pox vaccine, 
after passage through a rabbit, may reacquire virulence and cause 
meningitis or encephalitis. True, the tubercle baccilus has not any 
Special affinity with the central nervous system, none the less 
meningitis is a common tubercular manifestation in children. 
One may say that hitherto no conclusive case has been published 
to incriminate B.C.G. 


To summarize our knowledge :— 

1. Reactions of any severity are rare. 

2. They have a common characteristic, the general condition 
remains good, they disappear without treatment and without 
sequelae. 

3. Pus from abscesses or extracts from glands will not make 
a guinea-pig tuberculous, 


The efficacy of vaccination with B.C.G. 

Calmette and Guérin do not claim complete immunity as the 
result of vaccination by B.C.G., but they believe :— 

1. That it heightens resistance. 

2. That, thanks to it, subsequent infections produce only 
a mild illness or a mild adenitis which ends in healing. 

Many research workers and clinicians are engaged in proving 
this, in measuring the strength of resistance, comparing it with 
the mass and virulence of the fresh infections and so on. They 
are still working and will need to for many years. To demonstrate. 
the reality of immunity many tests have been tried, and naturally 
the first was the tuberculin test. I have already said that its value 
is disputable. Pirquet and Nobel regard it as no criterion of 
immunity. 

According to Calmette and many others ‘‘reaction occurs only 
when the B.C.G. has been ingested by macrophages, and while 
there are symbiotic lesions to which the B.C,G, has given rise,”’ 
(Calmette.) 
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Immunity may exist without a positive tuberculin reaction. 
With this reservation the tuberculin test gives valuable results. It 
is less marked in vaccinated persons than in those infected by 
virulent bacilli—it may even be absent. It is milder in oral 
vaccination than subcutaneous, and is severe after big doses. It 
also seems to be more marked in children in tuberculous surround- 
ings, especially if the mother is affected. 

These observations are drawn from numerous observations on 
animals and newborn children. 

Saenz notes that in guinea-pigs vaccinated by mouth, the 
tuberculin test appears from the fifteenth to twenty-fifth day, 
becomes less positive in the fifteenth month, and then disappears. 
An intercurrent disease will hasten its disappearance. All 
observers agree that the reaction appears in children between the 
first and third months, and even later by the oral route. For 
comparison between children vaccinated and not vaccinated Brin- 
deau and Madame Bardy-Gorian report that in healthy non- 
vaccinated children of healthy parents 1.61 per cent, are positive. 
In children vaccinated by mouth 18.25 per cent are positive. 
Other observers give a higher positive percentage for the 
vaccinated. 

The sensitivity of healthy vaccinated children in healthy sur- 
roundings disappears in 12 to 18 months. In vaccinated children 
of tuberculous mothers 35 to 46 per cent remain sensitive. Without 
denying the role of re-infections, it appears that part of the sensi- 
tivity of vaccinated children of tuberculous mothers is due to more 
acute glandular reactions. Let us note the information that the 
tuberculin test gives us, but the only certain test is that of 
immunity, and this is to-day, and will be for a long time, the 
clinical criterion of the resistance of an individual when exposed 
to re-infection. 

In order to judge the efficacy of vaccination by B.C.G., we 
must refer to animal experiments or clinical observation of vac- 
cinated children. 


Animal experiments. 

Wilbert’s experiments on monkeys are crucial. Briefly, the 
scheme and results were as follows:—In a first series of 15 
chimpanzees (three vaccinated, seven non-vaccinated controls, and 
five infected) and 59 apes (19 vaccinated, 20 infected and 20 
controls) 19 of the control apes and 19 of the infected died of 
tuberculosis. None of the vaccinated animals was infected. Such 
an experiment recalls that of Pouilly-le-Fort, which marks an 
epoch in the work of Pasteur, Other observers, Meyer, of San 
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Francisco, Gerlach and Kraus, of Vienna, Kuster and Elkes, of 
Dusseldorf, obtained similar results. Kuster found only that 
vaccinated animals were more resistant, only one being absolutely 
immune. 

Schlossmann and others merely say that it gives a good pro- 
tection. Griffith, of Cambridge, only observed a heightening of 
resistance but not a true immunity. The Pasteur Institute, in 
1930, made fresh experiments at Pastoria on 43 healthy monkeys, 
of which 21 were purposely infected, 11 were controls and 11 were 
vaccinated. The infected monkeys and the controls which lived 
with them all died. No monkey which had been vaccinated and 
carefully isolated for a month after vaccination was affected. This 
rigorously conducted experiment must be remembered. The strict 
choice of healthy animals, the isolation of vaccinated animals until 
immunity was assured, clearly shows that the isolation of vaccinated 
children, who must otherwise live in a doubtful or contagious 
environment, is a condition scrupulously to be observed. 


Observations on newborn children. 

Of these we have thousands. They show that the general 
mortality in children up to one year is less for vaccinated children. 
It fell in France from 19 per cent to nine per cent, in Roumania 
from 16 per cent to seven per cent, in Sweden from 9.5 per cent 
to 2.3 per cent. 

Still more convincing are statistics of a narrower application 
but bearing on groups of children under similar conditions of life. 
For example, those of Park, of New York, who selected vaccinated 
and non-vaccinated children of a similar social condition and of a 
similar heredity. Out of 558 children, the general mortality of 
vaccinated children was o.g per cent, and of non-vaccinated 
children eight per cent. At Larochelle, between 1927 and 1931, 
4,494 children were born, 2,694 were not vaccinated, and of these 
9-9 per cent died before the end of the first year. Of 1,800 
vaccinated children only 5.2 per cent died. In Guebwiller (Alsace) 
no child born in 1925 was vaccinated, and the mortality in the first 
year was 5.1 per cent. In 1928 all were vaccinated and the mortality 
was 1.37 per cent. At Brest the statistics refer to children over 
one year of age whose parents in the Arsenal were of similar social 
status. In 748 children vaccinated between 1926 and 1930 the 
mortality was four and a half per cent; in 980 non-vaccinated 
children it was 18 per cent. 

All these figures, no matter how impressive, are hardly con- 
clusive. One may object that increased care given to children 
would be enough to give a like reduction in mortality, and that 
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the fact of the mother having her child vaccinated is evidence of 
more than ordinary care. This objection may also be made to 
the inquiry of Weill Hallé into the general mortality of 716 
children under one year of age, brothers and sisters in 182 families. 
Of these 190 were vaccinated, and 526 were not. For children in 
healthy homes the mortality fell from 27 per cent (non-vaccinated) 
to 10 per cent (vaccinated). For those in doubtful surroundings 
it fell from 37 per cent to 16 per cent, and finally, for those in 
infected surroundings, from 29 per cent to eight per cent. But 
what we want to know is the protective action of vaccination 
against infection or death from tuberculosis. 

Most statistics of mortality from tuberculosis are unreliable. 
As I have already said, notifications are made irregularly, even 
when obligatory. Diagnosis is not reliable and autopsies are rare. 
These faults are common everywhere. This has been pointed out 
to Calmette who, none the less, can do no more than use 
the statistics available. 

Our aim to-day should be to have only completely reliable 
statistics. As to the death-rate from tuberculosis, immediate or 
remote, of vaccinated children, only the most painstaking investi- 
gations in the big cities will give us accurate results. None the 
less, we have some interesting documents, notably the report of 
an inquiry carried out by Calmette in 1928 on the results of the 
972 physicians in the anti-tuberculous dispensaries of France. 
Here is his conclusion. Between 1925 and 1927 the mortality 
among children from one to four years of age has been :— 


(a) In children of tuberculous mothers in a tuberculous environ- 
ment 24.3 per cent; 18 per cent were presumed to have died from 
tuberculosis. 

(b) In non-vaccinated children of healthy mothers but in a tuber- 
culous environment 18.5 per cent, of which 13.8 per cent were 
presumed to have died from tuberculosis. 


(c) In vaccinated children of tuberculous mothers with a tuber- 
culous. environment 4.8 per cent, 4.3 per cent were presumed to 
bave died from tuberculosis. 


(d) In vaccinated children of healthy mothers in a tuberculous 
environment 8.9 per cent; 2.6 per cent were presumed to have 
died from tuberculosis. 

The diminution of both the general and tuberculous mortality 
among vaccinated children appears -definite. 

There is still one disturbing fact. A certain number of vac- 
cinated children are reported to have died, presumably of tuber- 
culosis. This implies that there is still a fairly high mortality 
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among vaccinated children, at least if their mothers are tuberculous 
or the environment is infectious. 

I tried to clear up this point by inquiring into the results 
observed in the district of Meaux where vaccination with 
B.C.G. was carried out. The inquiry involved 168 children, 
vaccinated by 28 practitioners. I found that of 75 healthy children, 
born of healthy parents and with a good environment, two died 
in the first year, one at three months of enteritis, the other at eight 
months of capillary bronchitis. The others are all healthy and 
well. Of 53 children of healthy parents, but doubtful environment, 
three died, two were premature and died in the first month, the 
third at three months with an unconfirmed diagnosis of tuberculous 
meningitis. 

Of 4o children with a tubercular hereditary (21 with tuberculous 
mothers) four died in the first year, three of pulmonary affection 
and one of multiple abscesses. Two others died after the first 
year, one at 15 months with tuberculous peritonitis (unconfirmed 
diagnosis) and the other at four months, of influenza. Of the 
remaining 36 still alive, one had tuberculous arthritis of the knee, 
another intractable mastoiditis, and four are marasmic. 

I may add that Cathala and Madame Bardy-Gorian reported 
to me the results from the St. Louis Maternity Hospital of Paris. 
They correspond with my own. 

These results would appear very mediocre if one sili to 
obtain an absolute immunity by vaccination alone, but they 
are very suggestive if considered in relation to the environ- 
ment of the children. No attempt at isolation was made either 
before or after vaccination. Born in a contagious environment, 
the children were never withdrawn from it and lived without a 
single prophylactic measure being taken to protect them from in- 
fection. 

Thus is demonstrated once again the necessity on which I have 
always insisted, to isolate the children at least before and during 
the month subsequent to vaccination (if indeed a month is enough), 
and to attempt some prophylaxis in those who are unavoidably 
brought up in an infectious environment. 

It is most essential to record results on the children of tubercu- 
lous mothers who have been thus rigorously isolated. One precious 
report, March, 1932, of Debré’s is to hand. In 81 vaccinated 
children, of tuberculous mothers, who’ were rigorously isolated, 
not one was affected, and the same applies to 44 children who were 
exposed to doubtful contact, of 99 non-vaccinated children, expoSed 
to a doubtful contact 54 were mildly infected—but none the less 
infected. The protection given by the vaccine appears definite. 
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We need not now compare the mortality of vaccinated children 
with that of the non-vaccinated ; it is more important to study the 
results of vaccination from the point of view of the tuberculous 
morbidity, early or remote, of vaccinated children. It is desirable 
that workers should direct their efforts to removing vaccinated 
children from all infectious contacts and that they should then give 
us their results with special regard to the duration and the rigour 
with which this isolation was carried out. 


CONCLUSION. 

In the foregoing study I have explored at length the problems 
which, it seems to me, should present themselves to the obstetrician 
asked to vaccinate a child with B.C.G. 1 have attempted to state 
these problems clearly. Few have been finally settled, but 
in studying them the obstetrician should not ignore the results 
already obtained. The method is harmless; thousands of vaccina- 
tions done in France and elsewhere without a single accident, 
both on healthy and hereditarily tubercular children prove this. 
Many years of research are necessary to assess the degree of its 
efficacy. One can say with certainty to-day that the measure of 
success depends upon the rigour with which isolation, until 
immunity has been acquired, is carried out and heavy infections 
avoided. 














A Method of Rapid Diagnosis of Pathological Specimens. 
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Many methods have been devised for the rapid diagnosis of new 
growths. The majority fall under two main classes. There are 
those in which the diagnosis is made from an examination of the 
tissues after rapid fixation, cutting, and staining. Secondly, there 
is the wet-film method, in which the cells are fixed and stained, and 
the diagnosis therefore rests upon a knowledge of the cytology, 
as distinct from tissue morphology—the method that has been used 
in this present investigation :— 


The Technique. 

The technique used is a slight modification of that first 
introduced by Schaudinn, for the preparation of wet-fixed films of 
protozoa. This method is greatly superior to dry fixation, which 
gives distortion of the cell structure and defective staining. 

Schaudinn’s method of fixation has been successfully applied 
to blood and tissue films, films of intestinal contents and faeces, 
to the centrifuged deposits from urine and other body fluids, the 
tissues of insects, and fluids from cultures. It is, according to 
Wenyon, very largely used for the study of intestinal protozoa of 
man and animals, and is the best method for making permanent 
preparations of these organisms. This technique was used by 
Dudgeon and Jewesbury* in a cytological examination of human 
milk; and again in 1927 by Dudgeon and Patrick? in an investiga- 
tion of some 200 new growths. In the work under consideration 
Schaudinn’s fixative was used and was prepared by adding one 
volume of absolute alcohol to two volumes of saturated aqueous 
solution of mercuric chloride. Glacial acetic acid is then added to 
the strength of four per cent. 

The whole success or failure of the method depends upon the 
preservation of the original cell structure. Therefore, it is essential 
that the tissues for examination should be obtained as soon as 
- possible after removal from the patient. Specimens ‘temporarily 
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preserved’’ in formalin or other fixing solutions are instantly and 
irrevocably ruined for diagnosis by this method. Likewise, it is 
absolutely useless to use the method in the examination of tissues 
from the post-mortem room. 

In the present investigation the specimen was incised and the 
fresh-cut surface scraped with the blade of a sharp scalpel in such 
a way that a juice-like collection of cells was obtained. At once 
this was spread as a film on a clean slide, and at once the slide was 
immersed in Schaudinn’s solution. No time must be allowed for 
the cells to dry, shrink, and alter their appearance. It is advisable 
that the fixative solution should be freshly made. 

The slide was left in the fixative fluid for 15 minutes and then 
washed in 70 per cent alcohol, and again in 70 per cent alcohol 
containing a few drops of iodine solution in order to remove the 
mercuric chloride by converting it into the more soluble mercuric 
iodide. A final washing with distilled water and the slide is ready 
for staining. The preparation. is first stained with Mayer’s acid 
haemalum : 


Haematin - I grm. 
Alcohol (90%) 50 C.c. 
Alum - - 50 erm. 
Water to a = 5ORO Ces 


and to this is added acetic acid up to two per cent. The films are 
exposed to this stain for about one minute, and are then allowed 
to stand in tap-water for a further five minutes. Following washing 
with distilled water they are then stained for slightly less than a 
minute in a half per cent eosin solution in water. The preparation 
is then taken up through the alcohols to xylol, preparatory to 
mounting in Canada balsam. 

Although half an hour elapsed before the majority of prepara- 
tions were ready for examination, in a few-cases of urgency, as 
was shown also by Dudgeon and Patrick, satisfactory reports on 
the nature of a tumour were made in under 10 minutes from the 
time of removal from the patient. 

A modification of the technique was found to be necessary in 
the preparation of the small fragments of tissue obtained at 
curettage of the uterus. Scraping of the surface of these fragments 
was found to be impracticable. Perfect preparations were made by 
placing the portion of tissue to be examined between two clean 
glass slides. The slides were forcibly compressed, and at the same 
time the surface of one was slowly forced over the surface of the 
other, A thin film of tissue remained upon one of the slides. 
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The rapid smear method is of great use upon occasion. In_one 
case a diagnosis of ovarian cyst had been made and the abdomen was 
opened. A cyst was certainly present but was much adherent to 
surrounding structures. On inspection the appearance of the cyst 
strongly suggested malignant disease. If this had been the case 
it would have been worse than useless to have attempted removal. 

The surgeon had already come to this conclusion and was about 
to close the abdomen. A rapid smear preparation was. made 
from a part of the tumour, the appearance of which suggested 
malignancy. Only regular epithelial cells and epithelial tissue, 
together with large numbers of inflammatory cells, were seen. The 
diagnosis of an inflamed cystadenoma was made; removal of the 
cyst was proceeded with and eventually accomplished. 

Before discussing the specimens obtained from the individual 
tissues it is advisable that a general interpretation be given of the 
appearance of preparations as seen through the microscope. The 
first point to be appreciated is that single cells or small collections 
of cells are to be seen. In, for instance, the paraffin section of a 
mucous membrane, the structure of the glands, and the relation of 
glands, blood-vessels, and supporting stroma is seen in perfect 
detail. In the smear. preparations of the same. tissue the glands 
would be represented by epithelial cells, the stroma by stroma 
cells, and the presence of blood-vessels might not be appreciated 
at all. As might be expected, large numbers of red blood-cells 
and a proportionate number of white blood-cells will claim their 
position in the picture. 


Inflammation. 

The nature and degree of inflammation may be judged accurately 
by the rapid film method. The structural elements of the tissue 
will be, in comparison with a non-inflamed specimen, relatively 
scanty. In acute inflammation an enormous number of polymor- 
phonuclear cells are to be seen. Following radium application’ to 
a carcinoma of the cervix the increase in the number of eosinophiles 
was often noted. Chronic inflammation is evidenced by the presence 
of large numbers of lymphocytes, endothelial cells, and fibroblasts. 
Similarly, the presence of plasma cells, giant cells, etc., has led to 
the correct diagnosis of a tuberculous infection. 


Benign New Growths. 

Benign new growths of epithelial origin give some of the most 
beautiful cell pictures. Squamous epithelium is shown either as 
the individual large flat cell with clear cytoplasm, or as a plaque of 
a few cells, similar to pavement epithelium, each cell perfectly 
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fitting to its neighbour and demonstrating the intercellular cement- 
like substance. Likewise, the rapid smear preparation of an 
adenoma shows the individual columnar cell, generally possessing 
the basal nucleus and absolutely clear cytoplasm, and perhaps cilia, 
together with plaques of cells in regular arrangement, and fre- 
quently the cells appear to be hexagonal in shape. 

Excellent preparations can be made of fibromyomata, though 
these tumours must be firmly scraped. Apart from the presence 
of individual fibrous and muscle cells, small clumps of cells are 
to be seen which demonstrate the nature of the tissue. All benign 
new growths, therefore, are characterized by absolute uniformity 
in the size, shape, and structure of the cells, and by the regular 
arrangements of these cells, and by their tendency to be seen in 
plaques. 


Malignant New Growths. 

Malignant new growths, on the other hand, demonstrate none 
of the above mentioned points. Seen individually the cells vary 
greatly in size. From the same tumour are to be found cells three 
or four times as large as others. The nuclear staining is usually 
intense, the nucleus is relatively large, and there are always many 
mitotic figures present. The cytoplasm is frequently granular and 
takes up more stain than in the benign tumours. Seen collectively 
the cells are found to have no definite arrangement whatever, as 
distinct from the precise alignment of the cells of a benign epithelia] 
tumour. Plaque formation, therefore, is imperfect in that the cells 
are not only indiscriminately placed, but also that there is never 
to be seen a regular sheet of cells but one cell deep. Thus the 
chief characteristics of the appearance of the rapid smear prepara- 
tion of malignant new growths.are the different size and shape of 
the cells, the large deeply staining nuclei, many of which are 
undergoing mitosis, and the absolutely irregular arrangement of 
the cells. 


TABLE I. 
Results of total number of cases examined, 





Correct as regards 
Classification No, of leading feature, Fully 
by paraffin section cases e.g., malignancy correct Incorrect 





Normal tissue ... .. 42 42 35 es 
Inflammation : 
Simple eo Gas sae 77 66 aoe 
Tuberculous =a | T.53 I I _ 


Actinomycosis Be I I 
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TABLE I Continued. 
Results of total number of cases examined. 





Correct as regards 











Classification No. of leading feature, Fully 
by paraffin section cases e.g., malignancy correct Incorrect 

Cysts: 

Inflammatory 5 5 5 _ 

Simple. 34 34 32 sea 

Malignant 2 2 2 — 
Polypi 6 6 3 _ 
Neoplasms : 

Simple Ree Nees onan 40 38 oa 

Carcinoma Bee ee 52 44 _ 
Placental tissue a 5 5 5 _— 

Total su. Ti ee 265 232 oo 

TABLE II. 


Results arranged in groups under the organs whence the specimens 
were obtained. 


(a) The Vulva. 


No. of No. of 

SECTION DIAGNOSIS cases FiLmM DIAGNOSIS cases 

Leucoplakia - - - «= - I Infected squamous epithelium 1 
Squamous epithelium, poly- 

Granuloma - + - - + I morphic inflammation - I 
Squamous cells, chronic in- 

Papilloma *. == 2 = 1 flammation he eae, 
Plaques of squamous and 

Papilliferous adenoma - - 2 columnar epithelium - - 2 

Epithelioma - - - - - 1 Carcinoma infected ert ae 
Plaques of epithelium, in- 

Bartholin’s cyst - - - - 1 COON i 542 ee ae 


With one exception the specimens in this section dealt with 
diseases of the skin of the vulva. The smear preparations displayed 
squamous epithelium and squamous cells. The diagnosis of carci- 
noma in the case of epithelioma of the vulva was made without 
difficulty, as large and irregular cells were present in numbers. A 
polymorphonuclear inflammation was also demonstrated. 

The scraping of the wall of the Bartholin’s cyst showed the cyst 
to be lined by flattened epithelium. That the cyst arose from 
Bartholin’s gland could not be established. All that could be said 
at the time was that infected epithelial tissue was present. 
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(b) The Vagina. 


No. of No. of 
SECTION DIAGNOSIS cases Fim DIAGNOSIS cases 
Plaques of epithelium, acute 
Septic haemangioma oes 2 inflammation - - + I 
Fibromyoma Sap ey iS thee Fibrous and muscular tissues . 2 
Columnar ‘cell carcinoma are Carcinoma, much infection = 2 
Caruncle Oe net eee en, Non-malignant tissue - - I 


Two specimens of what were clinically ‘diagnosed as ‘‘soft 
fibromata’’ of the vaginal wall were seen in the smear preparations 
to be composed of fibrous tissue and plain muscle tissue. One of 
the two cases of carcinoma of the vagina presented some difficulty. 
The diagnosis of columnar cell carcinoma was made, though at 
the time the cells were observed to be rather more uniform in 
shape, size and arrangement than was usual in malignant disease. 
The paraffin section showed a columnar cell carcinoma, invading 
the vaginal wall and adjacent tissues, but the cells had a com- 
paratively lessened irregularity of arrangement. 


(c) The Cervix Uteri. 


No. of No. of 
SECTION DIAGNOsIS cases Fim D1AGNosIs cases 
Normal cervical tissue - - I0 Squamous epithelium - - 3 
No evidence of malignancy - 7 
Cervicitis i we Pace ty EO Squamous epithelium, infected 6 
No evidence of malignancy - 4 
Cervical erosion ie aa: Plaques of squamous and 
columnar epithelium - - 1 
Fibro-adenomatous polyp. - 5 Plaques of ‘squamous and 
columnar epithelium - - 3 
Columnar epithelium, in- 
BOCEED Ge Gen ee Ig 
Fibroma, squamous epithelial Fibrous and myomatous tissues 1 
etigmace 6. Se Se ag Squamous epithelium 
Squamous-cell carcinoma- - 18 Squamous-cell carcinoma - 14 
: Spheroidal-cell carcinoma - 4 
Spheroidal-cell carcinoma - 10 Carcinoma, infected - - ~- 10 
Columnar-cell carcinoma ey - Carcinomia. = =. =< "s 


In 10 cases a preparation was made from what turned out 
eventually to be normal cervical tissue. Depending on whether the 
scalpel scraped the surface of the cervix or the substance of the 
cervix so varied the proportion of the squamous to the columnar 
cells.. The addition of inflammatory cells to the picture led correctly 
to the diagnosis of cervicitis, The diagnosis of a cervical polyp 
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could not be made by the rapid smear method, as infected squamous 
and columnar epithelium was all that was to be seen. There was 
no difficulty in reaching the decision that there was no question 
of malignancy. 


Thirty cases of carcinoma of the cervix were correctly, and, as a 
rule, easily diagnosed. Mistakes were made as to whether the 
growth was a squamous or spheroidal cell carcinoma. This, how- 
ever, can be disputed in many of the paraffin section preparations. 


The usual gross infection present in the cervical carcinomata 
was clearly shown. Frequently the ingestion of polymorphs by the 
carcinoma cells was noted. Mitotic figures were numerous in 
nearly every instance. Occasionally, plaques of normal epithelium 
were to be seen in contrast. with the malignant cells, 


(d) The Body of the Uterus. 


No. of No. of 
SECTION DIAGNOSIS cases Fi_m DIAGNOSIS cases 
Normal endometrium - - 31 Plaques of epithelium, non- 
malignant, non-inflamma- 
tory mer May rays) Se 
Endometritis Se | Plaques of epithelium, inflam- 
mation eee 
Little evidence of inflamma- 
tion 2 ee A Ca aa E> 
Adenomatous polyp - - + 1 Plaques of epithelium, little 
inflammation - - - - I 
Fibroid ee ee nr ear Fibrous and muscular tissues 22 
Non-malignant (poor speci- 
men) climes et lee Sas 
Necrotic fibroid - - - - 3 Necrotic fibroid - - - - 3 
Inflamed fibroid - - - - 4 Inflamed fibroid aaa 
Adenofibroma eS i ee ee Fibrous and muscular tissue, 
plaques of epithelium, 
Adenofibroma - - - - 2 
Columnar-cell carcinoma - 14 Columnar-cell carcinoma - 14 
Columnar-cell carcinoma Columnar-cell carcinoma (pa- 
(papilliferous type). - 3 pilliferous type) .- - - 3 
Chorion-epithelioma Se Gee Carcinoma. Enormous cells - 1 
Chorionic tissue (curettings) - 4 Placental tissue - - - - 4 


In the non-malignant curettings, some 80 in number, the 
specimens presented a uniform appearance. Two constituents of 
the endometrium are apparent immediately on looking at the slide 
under the microscope; these are the glandular tissue and the 
supporting stroma, 
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The most perfect examples of adenomatous tissue are found in 
the smear preparations of the endometrium. The epithelium is, fo1 
the most part, seen as sheets or plaques of cells, though numerous 
individual epithelial cells are present. The plaques show tesselated 
epithelium. The cell outlines are clearly seen and a pavement effect 
is produced More often than not the cell boundaries are hexagonal] 
in shape. The individual epithelial cells are columnar or cubical 
in shape. Instead of the surface of the epithelium being presented, 
a row of columnar cells is frequently seen laterally. The glands, 
or more often portions of the glands of the endometrium, are to 
be seen, having been shelled out of the disintegrated mucous 
membrane. They appear in the preparation as tubular structures.. 
The openings of the glands through the surface epithelium, both 
from above and laterally, has been noticed repeatedly. There is 
no more perfect example of the regularity in the arrangement of the 
cells of the normal epithelium to be found than that of the tesse- 
lated epithelium of the endometrium. The presence or absence of 
inflammatory cells in the paraffin sections of endometrium is nearly 
always difficult to determine. In the smear preparation these cells 
are seen with the utmost ease, both in the plaques of epithelium 
and lying free. It may be stated at this point that a normal or 
inflamed tissue frequently does not make a good film. The presence 
of the plaques of epithelium, or even of part of a gland, has already 
been mentioned. The stroma cells of the endometrium appear as 
delicate fibrils with a large and prominent nucleus. It should here 
be noted that these stroma cells can be obtained at all times in the 
menstrual cycle by this method of examination. Many current 
accounts describe the stroma as consisting of a syncytial-like tissue 
until the pre-menstrual period. This description is not correct, 
although the type of stroma cells does alter at this period. The 
presence of fibrous tissue in the endometrial tissue is readily noticed 
by the eosin staining of the cytoplasm and the forked appearance of 
the nuclei of the fibrous tissue cells. 

Good scrapings from ‘fibromyomata were at first difficult to 
obtain ; more especially was this the case in the undegenerate and, 
therefore, hard tumours. The presence of mere fragments of tissue 
was sufficient to enable a diagnosis to be made. The more common 
changes that occur in these tumours, such as necrosis and inflam- 
mation, were apparent in the smear preparations. The freshly 
cut surface of a malignant tumour readily yields the juice-like 
collection of cells on being scraped with a scalpel. Some 18 
cases of carcinoma of the body of the uterus were diagnosed from 
curettings. In the majority, of these specimens a columnar-cell 
carcinoma was present. In one case a chorionic carcinoma was 
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DIAGRAM I, 


A portion of normal epithelium. This demonstrates the regular arrange- 
ment of tesselated epithelium and that the cells are all of about the same 
size and appearance. The specimen was obtained from the endometrium. 








DIAGRAM 2. 


Film made from a case of carcinoma of the cervix. The carcinoma 
cells are seen to be large, and, when several remain unseparated, no definite 
arrangement is present. Mitotic figures are to be seen in several cells. 
The fact that the growth is necrotic was shown by the presence of broken 
down cells. Note also the inflammatory cells, mostly polymorphonuclear 
leucocytes, and also the number of red blood-cells, 




















DIAGRAM 3. 


Film made from curettings from a case of carcinoma of the body of 
the uterus. On the whole -the same characteristics are to be seen as in 
the cells in the previous specimen. It should be noted that mitotic figures 
are relatively few, there is little evidence of infection and no necrotic cells 
are present. The diagnosis of the columnar cell nature of the growth could 
be made from the cells at the lower end of the diagram, 








DIAGRAM 4. 


Film made from the lining of a lutein cyst and showing lutein cells. 
The cytoplasm of these large cells is seen to be vacuolated. The cells 
possess a well-marked nucleus and small nucleolus. There was ample 
evidence of past haemorrhage in films made from the walls of these cysts. 
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discovered. The comparison between the normal and malignant 
tissues was illustrated in one specimen which included both. The 
type of growth, the presence and degree of infection and the 
amount of necrosis are displayed perfectly. 


(e) The Fallopian Tube. 


No. of No. of 

SECTION DIAGNOSIS cases Fi.m DIAGNOSIS cases 
Acute salpingitis ahs Sees Nee ae Acute salpingitis sh re eel 
Chronic salpingitis - - - 1 Sub-acute inflammation Sind 


The diagnosis of salpingitis by the rapid smear method is easy. 
The epithelial cells are seen in large numbers, or may be few and 
far between, depending on the amount of destruction of the epithe- 
lium that has resulted from the inflammatory process. The degree 
and character of the inflammation was judged by the number and 
nature of the cells present. The preparation of such cells as 
endothelial cells, polymorphs, and lymphocytes is incomparably 
better than that in any paraffin section. 


(/) The Ovary. 


No. of No. of 

SECTION DIAGNOSIS cases Fitm DIAGNOSIS cases 
(6phoritiss +4): 4 Ss) has ag Intense polymorph and lym- 
phocyte inflammation, pha- 
gocytosis of polymorphs by 
endothelial cells. Acute and 


chronic inflammation So. 
Tuberculosis eee Tuberculous infection - - 1 
Fibroma mie Me Sree Fibrous tissue, hyaline mat- 
erial Seats wales eee | Lares cy 
Simple cyst .- 2.55 .- 7: 4 Epithelial tissue, fibrous tissue 4 
Luteincyst ~-""- -- <= <4 Lutein cyst RPC RE | 
Old and recent haemorrhage 
into the wall of the ovary 7 Foam cells and lutein cells - 7 
Cystadenoma 4) shoved ate Plaques of regular epithelium, 
non-malignant. 
Cystadenoma ee ee ee 0 
Papilliferous adenoma - - 7 Epithelial tissue, non-malig- 
nant. Papilliferous arrange- 
Mene? M5 Ser) <i Aare ee Oe 
Dermoid cyst Sos se ag Squamous and columnar epi- 
thelium, calcareous particles. 
Non-malignant §- - - 2 
Non-malignant tissue ae ade 
Simple teratoma i Ee Squamous cells and adipose 
tissue ain etal a te a 
Carcinoma - - - - - 3 Malignant disease .- - - 3 


E 
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In the preparation from inflamed ovarian tissue no difficulty 
was presented in determining the presence of inflammation. It is 
doubtful, however, whether the diagnosis of ovarian tissue could 
be made in every specimen. Tuberculous inflammation was present 
in one instance, and the correct diagnosis was made with ease. 

The preparations from the lutein cysts and the tarry cysts of 
the ovary presented points of some interest. 

In seven out of the 14 cases the paraffin section demonstrated 
that by nature these were lutein cysts. In the remaining seven a 
diagnosis other than that of ‘fold and recent haemorrhage into the 
wall of the ovary’’ could be made. In all 14 instances, however, the 
presence of lutein cells was noted in the rapid smear preparation, 
and a diagnosis of lutein cyst was thus able to be made. 

The reason for this result apparently lies in the fact that cells 
are collected from a larger area of the specimen to be examined. 
In the event, therefore, of a tissue being degenerate it will be more 
probable that some of the few remaining cells, characteristic of 
that tissue will be obtained and seen by scraping that tissue than 
by making the usual paraffin section. Moreover, as in the case 
of the tarry cysts, the cells of the lining membrane are often 
degenerate. The characteristics which remain to them are perfectly 
preserved by Schaudinn’s fluid method of fixing, whereas the 
paraffin section preparation destroys any features that are left and, 
in consequence, makes an exact diagnosis impossible. It should 
be noted here that in no instance were epethelial cells noticed 
which would lead to the suspicion of endometrial tissue in the wall 
of the cyst. 

The diagnosis of lutein cells is not easy. 


The scrapings of the lining membrane or wall of the pseudo- 
mucinous cystadenoma of the ovary provided other beautiful 
examples of epithelial cells and, when these cells were still joined 
together, tesselated epithelium. As might be expected, the indivi- 
dual cells were tall and columnar, with the nucleus placed at one 
end. Compared with the epithelial cells of the endometrium the 
cells of the cystadenoma possessed a clearer, less granular cyto- 
plasm, were taller, and invariably the nucleus was eccentric. 


The correct diagnosis of papilliferous cystadenoma was made 
without difficulty, as this arrangement was seen in the clumps of 
cells in the preparation. A papilliferous adenoma may be dis- 
tinguished with greater ease from a papilliferous carcinoma by a 
study of the characters of the individual cells than by a study ot 
the papilliferous structure itself. 


The nature of the dermoid cysts and simple teratomata was 
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determined upon the presence of the various epithelial cells, 


adipose tissue, etc. 


Carcinoma cells from the specimens of carcinoma of the ovary 
presented the characteristics of carcinoma cells obtained elsewhere. 


(g) Miscellaneous. 
No. of 
SECTION DIAGNOSIS cases 
(a) Abdominaltumour - - I 
Simple inflammation. 


(b) Sinus =) ae Sh Ss Dag 
Actinomycosis. 

(c) Lymphatic gland ary iat ee 
Chronic lymphadenitis. 

(d) Normal placenta scary 


No. of 

Fi_m DIAGNOSIS cases 
Granulation tissue, poly- 

inflammation - - - - I 


Chronic inflammation, giant 
cells, plasma cells. Strongly 


suggests actinomycosis a 
Inflammation, many epithelial 

cells moa gh een le 
Placental tissue - - - - 1 








Four specimens were examined under this heading. The first 
was an abdominal tumour, adherent to every structure surrounding 
it. Owing to an obvious inflammatory reaction and change, no 
information was available to assist in making a diagnosis ctf 
the nature of the mass of tissue. If the tumour was an infected 
malignant new growth, or if it consisted of oedematous inflam- 
matory tissue only, attempts at removal were obviously not justified. 
If the tumour was benign it ought to have been removed. The 
rapid smear preparation gave the diagnosis of chronic inflammation 
from a selected piece of tissue within 10 minutes, and the abdomen 
was closed. No epithelial cells or tissue was anywhere visible. 


The lymphatic gland was examined under similar conditions. 
Excision of other large glands would have occurred if infiltration 
with malignant disease had been found. 


The sinus had been present in a woman for three years following 
an operation for removal of a pyosalpinx. It had been decided that 
another operation should be performed and the sinus be explored, 
when a rapid smear preparation of the tissue lining the sinus 
was made. Granulation tissue was demonstrated together with 
numbers of large giant cells. Gram’s stain was used on another 
preparation and the streptothrix was seen to be the infecting 
organism. 

The specimen from placental tissue was prepared as a type 
specimen. The remants of syncytial masses were clearly seen. 

Acknowledgement is here made of the great help and advice 
received in this work from Professor L. S. Dudgeon, without whose 
aid the results obtained would have been far less accurate. 
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Conclusions. 

The following conclusions may be made :— 

(a) That the method for rapid diagnosis of tumours, etc., has 
been given. 

(b) That this method possesses a simple technique and gives 
accurate results. 


(c) That a knowledge of cytology is necessary in the use of this 
method. 


(d) That this method is entirely unsuitable for post-mortem 
specimens, 
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The Causation of the Onset of Labour: A Suggested 


Theory. 
By R. A. Grssons, M.D., F.R.C.S. (Edin.), M.R.C.P., 
F.C.0O.G. 


Consulting Gynaecologist to the Grosvenor Hospital for Women. 


In June 1927,’ in this Journal, was published a paper on the above 
subject, which I brought before the Obstetrical Section of the Royal 
Society of Medicine. In that paper I gave an epitome of the more 
important theories as to the causation of the onset of labour which 
had been advanced, commencing with Hippocrates,’ two thousand 
years ago, who believed that labour started because the infant was 
hungry and kicked on the fundus of the womb, which led to the 
dilatation of the cervix, and that gravity did the rest. Strange as 
it may seem, this theory was believed in by Aristotle® and others, 
even down to the time of Freidrich,* in 1831. No one seems to 
have had correct notions of the mechanism of labour, and all 
believed it to be due entirely to the activity of the foetus. 

Since then, many theories have been advanced. I was tempted to 
write my paper in the hope that it might suggest, to some of those who 
have taken up obstetrics, the necessity of endeavouring to ascertain 
the cause of labour starting, so that, when necessary, in the interests 
of the mother or child, one might be able to induce labour with 
ease, and without the mechanical interference which had hitherto 
been necessary. The difficulty of inducing labour in certain cases 
is well known, and that in a particular case there may perhaps be 
urgent reasons for desiring the onset of labour with as little delay 
as possible, and the attempt at induction may be followed by 
serious delay, or even by failure. On the other hand, a gentle 
vaginal examination may start labour in some women who are 
advanced in pregnancy. 

In an interesting and instructive paper in a recent number of 
this Journal on ‘‘The Induction of Labour by Puncture of the 
Membranes,’’ by Gibbon FitzGibbon,’ the author says: ‘‘I should 
like to state my emphatic belief that the cause of the onset of labour 
in the last fortnight of normal pregnancy is purely mechanical, 
and results from stimulation of nervous impulses by the pressure 
of the presenting part of the foetus on the parametric tissue 
surrounding the internal os and the supravaginal portion of the 
cervix.” 
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We thus have another theory added to many others, although 
it is somewhat similar to that of ‘‘The stimulation of the cervix by 
the growing ovum.’’ Those who are acquainted with the work done 
at the Rotunda Hospital are aware of the great experience to be 
gained there, and, therefore, any theory advanced by one who has 
been Master of that Institution is bound to be received with due 
consideration, It is remarkable that among those who have devoted 
serious attention to the study of obstetrics no one has ever been 
able to get beyond the realm of theories, and that we have no 
knowledge which enables us to state definitely what it is which 
starts normal labour. 

It would be out of place, at this juncture, to attempt to review 
the literature, since this has already been done very extensively 
elsewhere, but it is safe to conclude that at the present time there 
is no theory to account for this natural act which has received any 
measure of support from modern clinicians or research workers. 
In an endeavour to arrive at an answer I attempted to interest 
workers in this question, but found the greatest difficulty in obtain- 
ing sufficient interest. It was, therefore, essential to start a private 
Research Fund, and to issue grants to physiologists and bio 
chemists who were sufficiently interested to undertake the work. 
This research fund, up to the present, has allotted grants to the 
following: Dr. Hewitt has worked as a whole-time employee of 
the trust at the London Hospital. This work has resulted in the 
publication of some important papers on the subject of the hormone 
of the pituitary.° Owing to the fact that Dr. Hewitt accepted an 
appointment out of London, this side of the work had to be 
terminated, and during the last three years a grant has been given 
to the Courtauld Institute of Bio-chemistry, Middlesex Hospital. 
i-xperimental work has been conducted there under the supervision 
of Professor E. C. Dodds. The clinical facilities of the London 
Hospital were due to the permission of Eardley Holland, and at 
the Middlesex Hospital to that of Comyns Berkeley and Victor 
Bonney. To these obstetricians we are deeply indebted. The 
work published from the Courtauld Institute deals firstly with the 
literature on the relation of the pituitary and ovary to parturition, 
and, later, with the experimental work which has been carried 
out. The greater part of the time of the workers at the Courtauld 
Institute has been devoted to a search for substances in the blood 
capable of causing the onset of labour. In order to undertake this 
investigation the blood of women in various stages of labour has 
been tested by the uterine strip method, using the technique of Dale. 
A very extensive search has been made for oxytocic substances in 
the blood, but up to the present no clear-cut demonstration has 
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been found. It is not proposed to discuss this investigation here in 
detail, but to publish a full account later, yet it may be stated that 
it is impossible to demonstrate with any degree of regularity the 
presence of an oxytocic substance in the blood towards the end of 
pregnancy and the start of parturition. 

it would appear, therefore, that no hope can be anticipated from 
the direct testimony of the blood in this manner. All one can say at 
present is that recently there seems to be evidence to show that at 
the time of labour there is something in the blood of an oxytocic 
nature, Striking facts in support of this view are (1) that labour 
may frequently be brought on by quinine, showing that there must 
be some action on the uterus by material circulating in the blood, 
and (2) that in those very rare cases of extra-uterine gestation which 
go to term, inefficient attempts at labour supervene, although the 
child is entirely separated from the uterus. 

It must be borne in mind that it is quite possible that the sub- 
stance circulating in the blood has hitherto eluded the vigilance of 
the bio-chemists with the tests they have at their disposal to-day. 
As an example of such a substance may be quoted the work of 
Macht.* He states that in women during menstruation there is 
evidence of the existence in the blood of some substance which 
exudes in the perspiration and other secretions and has a dele- 
terious effect on living plants. 

With regard to the question of hormones, the well-known 
statement that the ovaries may be removed during the latter part 
of pregnancy without abortion resulting has been carefully investi- 
gated, and the literature dealing with this problem summarized. It 
was felt, however, that the problem should be attacked experi- 
mentally and that, at the same time, the rdle of the pituitary gland 
should be investigated. This very difficult problem has been 
successfully dealt with by Allan and Wiles, working in the 
Courtauld Institute. These workers evolved a method for the 
removal of the pituitary in the cat with survival of the animal, 
and this has been performed during pregnancy. At present it is 
too early to give any definite information as to the detailed findings, 
but it may be stated that pregnancy may come to term in the 
ordinary way in an animal from which the pituitary has been 
removed. A recent publication by P. E. Smith indicates similar 
results from the rat. It would appear, therefore, that neither the 
‘ovary nor the pituitary are necessary for the onset of normal labour. 

As it is important to ascertain the most recent views of physiolo- 
gists regarding the possible presence of a uterine centre, Sir Charles 
Sherrington, in answer to my question whether he considers 
there is a centre for uterine contraction in the medulla, kindly 
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replied : ‘I do not know of evidence in favour of that, and I think 
the relative normality of labour in paraplegia is rather against it. 
It there be anything approaching a ‘centre’ for labour in the 
brain | should be disposed to locate it altogether above the bulb, 
and in the subthalamic region, whence the sympathetic draws its 
source, but for direct evidence I cannot point to any experimental 
data on the relation of that region to the uterus.’’ We know from 
the work of Beattie, Brow and Long® of the existence of nerve 
tracts connecting the hypothalamus with the spinal sympathetic 
centres, and it is possible that matter of an oxytocic nature 
circulating in the region of the hypothalamus may start uterine 
contractions. Emotional causes may immediately bring on labour, 
and since the sympathetic system draws its source from the sub- 
thalamic region, impulses are immediately conveyed to the ganglia 
of the uterus, for its nerve supply is derived principally from the 
sympathetic system. One has only to remember the utero-vaginal 
plexus and the large cervical ganglia, with the innumerable 
muscular ganglia, to understand how highly endowed the whole of 
the uterus is with nerve supply. According to Persol,*® filaments 
pass to the uterine wall and actually penetrate the myometrium, 
to the fibre cells of which the nerve filaments are chiefly distributed, 
while others pass to the mucosa, and beneath the epithelium. 

As regards the contraction of the uterus, Keiffer’’ of Brussels has 
demonstrated that it contains within its substance an enormous 
number of sympathetic ganglia and nerve trunks, which render th2 
uterine tissue extremely sensitive. We know that uterine contrac- 
tions of pregnancy, although probably present earlier, are not 
recognized until about the sixteenth week, and the cause of these 
contractions may be due to some hormone from the foetus. 

The foregoing shows the rich distribution of the nerve supply. 
Hence the ease with which emotional disturbance may cause uterine 
contraction and bring on labour, because it can start when the 
uterus is cut off from all connexion with the central nervous system. 

The experiments of Kruieger and Offergeld’’ prove this, and 
demonstrate that the nerve supply of the uterus must probably be 
drawn from the sympathetic system. We know that the normal 
uterine contraction of parturition may be completely abolished by 
destruction of the lumbo-sacral cord, so that, according to 
Starling,’* this contraction must be regarded ‘‘as essentially reflex, 
presided over by a controlling ‘centre’ in the grey matter of the cord. 
The activity of the ‘centre’ can be inhibited or augmented by 
impulses arriving at it from the peripheral parts of the body, as 
by the stimulation of sensory nerves, or from the brain, as under 
the influence of emotion.” 
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Here it must be observed that the onset of labour in cases of 
emotional disturbance can have nothing whatever to do with the 
pressure of the presenting part of the foetus on the parametric tissue 
surrounding the internal os, or any part of the uterine tissue; it 
must be due to nervous influence transmitted to the innumerable 
ganglia situated throughout the entire uterus, which immediately 
causes contraction in the tissue surrounding the ganglia. But in 
normal labour there can be very little difference in the amount of 
pressure of the foetal head a few hours before and at the starting 
of pains. It is the commencement of pain, according to my theory, 
which causes the dilatation of the cervix and brings about the 
pressure of the foetal head on the surrounding tissues. 

Fontes,"* in papers published in 1929 and 1930, stated his theory 
that stimulants acting on the uterus during a special state determine 
the contraction of labour, and that, a priori, we should find in the 
blood of the mother in labour, an oxytocic substance, which, in 
sufficient strength, could terminate the labour. He considers that 
the physical stimulant is the ovum. He immersed two uterine 
cornua of the guinea-pig in the blood of a man and in the defibri- 
nated blood of a woman in labour, respectively. The latter caused 
rhythmical contractions in the uterine fibres for many hours, while 
the former occasioned only feeble contractions, or remained at rest. 
He considers that the proof of the physical stimulant of the ovum is 
that the pains cease when the product of conception is outside the 
uterus. He therefore concluded that the oxytocic material originated 
in the foetus. The blood of the same woman during labour 
and collected eight hours later, he states, is ‘‘totally different.’ 
Brdiczka’’ made experiments on the uterus of the guinea-pig. He 
found that blood from parturient women, towards the end of preg- 
nancy as well as during pregnancy, and placental fluid, produced 
strong contractions when added to the uterus bath, but serum from 
normal women, or those in commencing pregnancy, caused few or 
no contractions. From his experiments, Brdiczka believed that the 
placenta was the origin of the oxytocic substance. These experi- 
ments of Fontes and Brdiczka are of great importance in supporting 
the theory of oxytocic material being in the blood before labour. 


Parabiosis. 

Although it cannot be said that parabiosis has solved the 
question, yet it must be admitted that the experiments of Nissen’® 
alone, as well as Sauerbruch and Heyde,” are striking. When a 
non-pregnant animal _has been united to a pregnant one about or 
before term, in some cases the former may suffer from signs of 
exhaustion, convulsions, and even death, while labour - proceeds 
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normally. If, however two pregnant animals, at different stages of 
pregnancy, are joined together no effects are observed, but if a 
pregnant and non-pregnant animal are united, the corpus luteum 
of the non-pregnant animal shows a strong resemblance to that of 
pregnancy. I need not recapitulate, for these experiments are 
well known, but the history of the Blazek sisters'® is most remark- 
able if the case has been correctly reported, because, according to 
Basch,’® the non-pregnant sister ceased menstruation two months 
before the onset of labour, had milk in the breasts, and the same 
pigmentation of skin as her sister. This case alone would prove 
that something was introduced into the circulation of the non- 
pregnant sister sufficiently powerful to produce such changes. 

The foregoing does seem to show that in all probability there is 
some material in the blood at the end of pregnancy capable of 
exciting the uterine ganglia and causing contraction. My own 
theory is that whatever that exciting material may be, it comes 
from the foetus, possibly a hormone from the foetal liver acting on 
the hypothalamus, or material directly affecting the uterine ganglia. 

In my original paper | stated that the onset of normal labour 
occurs when the foetus arrives at maturity and is ready for external 
existence. It therefore seems possible that some secretion of an 
oxytocic nature is slowly poured into the blood, gradually increasing 
the irritability of the uterus by its action on the ganglia until full 
maturity of the foetus, when strong contractions occur. With the 
comprehensive paper published in this Journal by Dodds and 
Allan’ and the previous one by myself,’ all important literature and 
experimental work have been referred to. Subsequent to their last 
paper Professor Dodds and Dr. Allan have proved that the ovaries 
can be removed from pregnant cats within the last four weeks of 
pregnancy without causing any interference with labour, and in 
a number of cases I have collected, in which the ovaries had been 
removed in women as early as six weeks after conception, pregnancy 
has continued. Moreover, after a very laborious series of experi- 
ments, Allan has succeeded in the delicate and difficult operation 
of removing the pituitary gland in cats, and has proved that this 
gland can be removed within four weeks of parturition without 
affecting the further course of gestation and subsequent labour. 
He was perfectly certain that the whole of the gland was removed. 
Philip Smith,” in equally delicate operations on rabbits, has 
removed the posterior hypophysis. He says that ‘‘the complete 
absence of any fragment of either.the intermediate or neural 
components of the posterior lobe was verified by microscopic 
examination of serial sections of the pituitary ‘capsule and its 
contents.’’ He performed the same operation on rats which he 
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mated. His results show that parturition is not prevented by the 
removal of the posterior hypophysis, nor is the period of gestation 
lengthened, and that, therefore, ‘‘the secretion of the lobe is not 
necessary for the genesis or the maintenance of the birth con- 
tractions of the uterus.”’ 

The proof we now have that parturition is not dependent on the 
corpus luteum, and that the pregnant uterus is not regulated by 
oestrin or any secretion from the pituitary gland, is of great import- 
ance with regard to the object we have in view. 

In an interesting paper by Hofbauer,”* pointing out the remark- 
able re-arrangement of the outer layer of muscle in the wall of the 
pregnant uterus, he emphasizes the development in the outer layer 
of a specialized structure, the typical microscopic features of which 
are in marked contrast with the rest of the uterine muscle, and 
closely resemble the Purkinje system of the heart. In view of the 
similarity in both their gross anatomical and their histological 
features, he is inclined to assume that ‘‘the specialized system of 
the human pregnant uterus may represent an analogue of the His 
bundle in the heart.’’ He says that whatever the factor initiating 
the growth of this laver, ‘‘the transmission of a stimulating 
substance through the placenta responsible for the striking paral- 
lel in the new formation of tissue, demands both in the maternal 
and the foetal organs should be considered.”’ 

Knaus” considers that there is not any increase of irritability or 
sensitivity of the uterus during pregnancy, but, corresponding to 
the growth of each muscle cell, there is a regular rise of contractility 
of the muscle. The larger the muscle the greater is its ability to 
shorten itself. He considers the growth of the uterine muscle is 
due to hormonic influence, and regards the corpus luteum as the 
main factor in causing this growth. As we know, the growth of 
the muscle in cases of odphorectomy must take place without the 
corpus luteum ; it may be due to the placenta, 

Since this research has begun there have been carried out by 
Dodds at the Courtauld Institute of Bio-chemistry, and in the 
obstetric wards of the Middlesex Hospital, investigations as to the 
determination of oxytocic activity in body fluids, e.g. blood-serum, 
cerebro-spinal fluid and renal secretion, the chemical interference 
with the endocrine balance of the body during the various stages 
of pregnancy, and the chemical, physical and spectroscopic investi- 
gations of the blood obtained from parturient women and newly 
born infants. In addition, the effects of the administration of 
hormones during pregnancy have been studied, including placental 
hormones, and investigations on the human pregnant female 
generally. Quite recently, also, in addition to research which is 
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continually going on, there have been, as already mentioned, 
important operations on cats by Dr. Allan, proving that parturition 
depends on neither the ovary nor the pituitary gland. 


Induction. 

Before concluding, I should like to make some remarks upon the 
induction of labour by puncture of the membranes—the subject of 
Gibbon FitzGibbon’s paper. ‘The original method of procedure, 
which received the support of the London Congress in 1756, at 
which differences of opinion were expressed as to the desirability 
of the operation of induction, was puncture of the membranes with 
a sharp quill.*° There can be no doubt that the puncture of the 
membranes is, on the whole, far more rapid than any other method 
for inducing labour, although in the very cases in which we may 
wish to start labour quickly it may be disappointing. Hitherto | 
have adopted it only when I have been anxious for labour to start 
as rapidly as possible. I have had cases in which, after spontaneous 
rupture of the membranes, labour has not started for many days, 
so that one can never be absolutely sure of a comparatively rapid 
delivery. Gibbon FitzGibbon has shown that in all his cases the 
onset of labour after puncture was more rapid than in spontaneous 
rupture of the membranes, and that the actual duration of labour 
was less after artificial puncture in primiparae than in normal 
labour, and an unimportant difference in the case of multiparae. 
From his experience he considers that the bag of waters does not 
play any important part in the dilatation of the cervix. In my 
opinion, according: to the theory I have, it is the starting of labour 
which causes the commencement of dilatation of the cervix, and 
that it is after this that the bag of waters comes into play. When 
the membranes are ruptured by mechanical means and spon- 
taneously, the presenting part acts as a stimulant to the uterine 
tissue, for there is nothing else to dilate the cervix. Hitherto, in 
many cases of induction of premature labour I have usually used 
bougies, and have endeavoured to preserve the membranes. When 
we study the dynamics of labour, it would appear that the bag of 
waters is of great importance. Sometimes the contraction of the 
uterus does not rupture the membranes, and the ovum is expelled 
whole, although this is very unusual, because they are generally 
ruptured at the last by the attendant. While the membranes are 
intact they are of service in protecting the foetus, a matter of great 
importance if the labour should happen to be a long one, and one 
can never foretell the length. In a former paper by Gibbon Fitz- 
Gibbon” on “A Method, of Inducing Labour by the Stomach 
Pump,’’ he considered that one of the advantages was practically 
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‘complete absence of risk of rupturing the membranes.’’ He is 
evidently now of the opinion, from his more lengthened experi- 
ence, that the bag of waters does not play any important part in 
the dilatation of the cervix. The longest labour in his cases of 
multiparae was 69 hours, and the average 25 hours. 

In a paper by Druskin,** based upon 20,000 cases delivered at 
the Jewish Maternity Hospital, he states that the average onset 
of pains in induction was 19? hours in primiparae, and 12? hours in 
multiparae, and the average duration of labour in the former was 
25% hours, and 283 hours in the latter. It is worthy of note that 
among the mechanical methods that Druskin mentions for induction 
he states that the rupture of membranes was rarely used as being 
“uncertain and inefficient.” In 290 cases of induction there was 
one death from sepsis. In 81 cases in which the catheter was used, 
it failed to produce labour pains Io times. 

In the last case of induction I had, the labour, from the time 
of introduction of bougies, was over in just under 24 hours, and in 
the case before that bougies had to be inserted for the second time. 
Of course, all depends on the length of the second stage, but if 
it be a long time, anxiety concerning the child may arise, since 
there is nothing, with the amniotic fluid expelled, to prevent 
injurious interference with the placental circulation. 

It must be borne in mind that in studying the dynamics of labour 
it has been estimated by Matthews Duncan* that the pressure 
necessary to rupture the membranes varies from 4? pounds to 36 
pounds, the average being 15 pounds. 

Schatz*® endeavoured to estimate the force directly, and found 
that in normal labour the intra-uterine pressure during the con- 
tractions, measured by the manometer, was indicated by a column 
of mercury 80 mm. high, representing a force of 8 or g kilos 
(roughly 18 to 20 pounds), and in some cases by a column 200 mm. 
high, or a force of 25 to 31 kilos (55 to 66 pounds). Galabin,** who 
was a mathematician, said: ‘‘The natural rupture of membranes at 
a certain time which normally should correspond to completion of 
the first stage, depends upon two factors; (1) increase in the size 
of the os uteri, and (2) the progressive increase in the force of 
the pains. Supposing the pressure of the liquor amnii to remain 
constant, the effect of the pressure in producing tension, and, 
therefore, the tendency to rupture of the enclosing membranes is 
proportional to the radius of that sphere which corresponds in 
curvature to the projecting bag of membranes at any point. While 
the os is still small the protruding membranes form a segment of 
a small sphere but as the os enlarges, the corresponding sphere also 
enlarges, and with it the strain upon the membranes, even apart 
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from any increased vigour in the pains.’’ It may be that many 
believe with Gibbon FitzGibbon that the bag of membranes does 
not play an important part in the dilatation of the cervix. If there 
be anything in my theory, then labour starts by initial pains which 
gradually open up the cervix by the pressure of the bag of 
membranes, and with their rupture, by the head. If the membranes 
are ruptured by puncture, then the head or presenting part has to 
do the dilatation, which is brought about by the irritating pressure 
on the surrounding tissues, for there is nothing else to do it. - By 
the insertion of bougies, labour is brought about by irritation, 
pains are started, the bag of waters comes into play, and we have 
the satisfaction of knowing that, should the labour be a long one, 
the child is safe until the membranes rupture. If increasing 
experience proves that we may disregard the generally considered 
advantage of preserving the bag of membranes, then the simple 
practice of puncturing the membranes, as Gibbon FitzGibbon 
describes, will obviate the necessity of bougies. I have so often 
been disappointed by the delay in starting labour, even after the 
second introduction of bougies, that I was led to hope the private 
research would discover some synthetic solution, which, when 
hypodermically injected, would bring on labour when necessary in 
the interests of the mother or child, and obviate the necessity of all 
mechanical interference with the uterus because, with every possible 
care in manipulation, anxiety may follow. 

In conclusion, I may say that although I am not alone in advanc- 
ing this theory, we know that an oxytocic material in the blood has 
not been demonstrated, possibly, if it exists, on account of tests at 
present unknown. But although much research must still be carried 
on, it appears to be more probable than the mechanical theory of 
Gibbon FitzGibbon or any other theory which has hitherto been 
advanced. The view of other workers with regard to the possibility 
of an oxytocic substance being present in the blood cannot yet be 
abandoned. Experiments are in progress on this problem, and 
it is hoped, in the near future, to publish a detailed account of this 
work. Attempts must also be made to trace the origin of this 
substance, possibly in the foetus itself. 
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Pregnancy in Association with Cardiospasm. 
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Women. 


CARDIOSPASM, or achalasia, is an unusual and a serious complication 
of pregnancy. It has twice come under my notice at Middlesex 
Hospital ; in one case it resulted in the death of the patient. 


The cases. 

Case I: M. 396, 1929. Mrs. L. B., age 25 years, a primigravida, 
was admitted to the Middlesex Hospital on 21st March, 1929, under 
the care of Dr. R. A. Young. Her condition was fair, although 
she was a spare, neurotic woman. Her last menstrual period began 
on January 1oth, 1929. The uterus corresponded in size to the 
duration of the amenorrhoea. During the six months which elapsed 
between the onset of her symptoms and her admission to hospital 
her weight fell from 111 pounds to 98 pounds. Gastric symptoms, 
pain, anaemia and mediastinal dullness were not present. 

After returning from a holiday in September, 1928, the patient 
noticed difficulty in swallowing, which she described as a feeling 
of chokyness between meals. Sometimes a small quantity of 
liquid, or solid, would come up, unaccompanied by a sensation of 
nausea. The difficulty became greater early in January, 1929. 
When asked to point to the site beyond which the food would not 
pass the patient placed her finger at the junction of the lower fourth 
and the upper three fourths of the manubrium sterni. The quantity 
of regurgitated food varied, but she nearly always swallowed the 
first two mouthfuls successfully. Sometimes taking a deep breath 
would help food to pass. The greatest difficulty the patient had 
was in swallowing fried fatty food stuffs and fruit. Sometimes, on 
waking in the morning, she noticed an unpleasant taste in her 
mouth, which she described as resembling the taste of Gorgonzola 
cheese. An examination with the X-rays showed that the condition 
was one of cardiospasm. , 

Hurst’s treatment, now the orthodox treatment of cardiospasm, 
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was commenced, and within two weeks the patient was able to 
swallow the rubber tube containing the mercury without assistance 
and, thereafter, to partake of an adequate meal. On 27th May, 
1929, at her own request, the patient was allowed to return to her 
home in the country; her symptoms had disappeared and her 
general condition had undergone great improvement during the 
two months which had elapsed since her admission to hospital. 

Unfortunately the patient did not attend the ante-natal clinic 
and was not, therefore, seen again until 3rd August, 1929, when. 
she came back to the hospital complaining of persistent vomiting 
after taking food. Her general condition had undergone consider- 
able deterioration, and she was emaciated. The vomiting was 
intractable and did not respond to treatment. Rothera’s test and 
the other tests for the presence of aceto-acetic acid and acetone in 
the urine were negative. The urine did not contain albumin or 
sugar. While at home the patient passed the mercury bougie 
herself once daily, and after re-admission it was passed four times 
daily. Nevertheless, the vomiting did not lessen in frequency, 
and the quantity of the vomitus did not diminish ; she was, therefore, 
fed through a stomach tube which was passed immediately after 
dilatation of the cardiac sphincter with Hurst’s bougie. 

Labour began on 8th August, 1929, the first stage lasted for 
10 hours and 15 minutes, the second for 50 minutes, and the third 
for 10 minutes. The membranes were artificially ruptured after 
the second stage of labour had lasted for 50 minutes, and the 
forceps was applied for maternal distress after their rupture, the 
head being on the perinaeum. 

The same method of feeding was continued, but her condition 
rapidly deteriorated. It was decided that gastrotomy and dilata- 
tion of the cardiac sphincter should be performed, and was 
accordingly undertaken, but 12 hours after the operation the 
patient died. 

The post-mortem examination revealed those changes in the 
oesophagus which are typical of cardiospasm. It did not reveal 
any other abnormality. 

The baby weighed three pounds four ounces and measured 14 
inches. It died of prematurity two hours after birth. 


Case II: G. 103, 1930. Mrs. E. R., aged 37 years, the wife of 
an inn-keeper, was known to be suffering from cardiospasm before 
the occurrence of pregnancy. She was the mother of three healthy 
children, who were born in 1917, 1919 and 1922 respectively. The 
three pregnancies, labours and puerperia were not complicated. 
After her confinement in 1922 she wore a ring pessary for six weeks, 
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and subsequently attended the Royal Free Hospital for a cervical 
erosion. The patient first attended the Middlesex Hospital as an 
out-patient in November, 1927, under the care of Dr. G. E, Beau- 
mont, and complained of persistent vomiting, which had begun six 
months previously. The diagnosis of cardiospasm was confirmed 
by an X-ray examination and by oesophagoscopy. Admitted to 
hospital early in December, 1927, the patient was taught to swallow 
Hurst’s bougie, and was discharged on January 19th, 1928, when 
she weighed nine stones and six pounds. She swallowed the bougie 
three times daily after leaving the hospital, and remained free 
from symptoms until pregnancy recurred 11 months later; her 
last menstrual period began on 22nd December, 1929. Thereafter 
she became intolerant of food and soon vomited after every meal. 
On 18th March, 1930, she weighed 146 pounds, on 25th March, 
1930, 143 pounds, and on gth April, 1930, 139 pounds. The loss 
of weight was accompanied by an increase of the vomiting. The 
patient was, therefore, admitted again to the hospital, under the 
care of Mr. Comyns Berkeley. Her condition became worse after 
admission in spite of the usual conservative treatment, The urinary 
constituents were normal. The pregnancy was terminated by 
abdominal hysterotomy on 24th April, 1930; the Fallopian tubes 
were removed before the abdomen was closed. The patient made 
an uninterrupted recovery from the operation, the vomiting ceased 
and she began to gain weight. She was discharged from hospital 
24 days after the operation. 

The patient was then lost sight of until I wrote to her to gain 
further information for this paper. She came to see me, and said 
that soon after her discharge from hospital in May, 1930, the 
vomiting returned. She, therefore, consulted Dr. Frank Radcliffe, 
who called Mr. Ivor Back into consultation. The latter advised, 
and subsequently performed, an operation which completely cured 
her. 

On June 4th, 1932, Mr. Ivor Back kindly sent me an account of 
the case, which included the following passage: ‘‘I first saw her 
on October 3rd, 1930..... When I saw her she was emaciated, 
and weighed under 114 pounds. She vomited after every meal, 
every day and every night. The X-ray picture showed a long 
rat-tail of bismuth at the lower end of the oesophagus, apparently 
three-inches in length. I suggested an operation, but pointed out 
the risk involved, refusing to guarantee a cure. She decided to 
submit herself to laparotomy. 

‘‘After opening the abdomen I made an incision three and a 
half inches long, through'the anterior wall of the stomach between 
the curvatures, The cardiac opening would not admit a number 10 
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Hegar’s dilator. I dilated it very slowly to Hegar’s number 30 
dilator, and then I could introduce two fingers into the oesophagus. 
The obstruction appeared to be a fibrous band, not more than 
three-quarters of an inch in length, but I am still in doubt about 
the pathology. It was either a fibrous stricture resulting from an 
old ulcer, or achalasia. I incline to the former. 

‘‘The patient did extremely well and all the symptoms dis- 
appeared. I have not seen her lately, but she rang me up the 
other day and said she weighed over 182 pounds, and could I 
suggest anything to get her weight down ?”’ 

Comment. The pathology of this case is not clear. The 
absence of a history of any factor causative of ulceration, the 
clinical manifestations, the findings on X-ray examination and on 
oesophagoscopy led to the diagnosis of cardiospasm at the 
Middlesex Hospital in 1927. The subsequent events confirmed this 
diagnosis until Mr. Back’s laparotomy in the autumn of 1930. His 
operative findings admittedly cast doubt upon the previous 
diagnosis, with which he was in agreement before the operation, 
particularly as he is inclined to favour the alternative diagnosis of 
fibrous stricture. 

The uncertainty which still remains about the diagnosis justifies 
me, I think, in retaining the original title of this paper and in 
considering the two cases, to some extent, together. 


Remarks. 

Symptomatic, diagnostic, therapeutic and other dogmata cannot 
be laid down from a study of two cases. A careful search of the 
literature has not revealed other cases. But it would be a pity 
to allow these cases to pass into oblivion without volunteering 
a few remarks upon the symptoms, the diagnosis and the treatment 
of cardiospasm during pregnancy. 


Symptoms. 

In the pregnant, as in the non-pregnant woman, dysphagia 
of sudden onset is the most prominent symptom. It is, classically, 
associated with a sensation of burning in the thorax; this sen- 
sation was observed in both the cases here reported. Neither of 
the patients found it more easy to swallow solids than liquids, 
which sometimes occurs in cardiospasm. The other prominent 
symptom, the effortless regurgitation of large quantities of food 
with frothy mucus, was present in both cases. The disease was 
intermittent in both cases, therein corresponding to the classical 
description. This fact usually serves to distinguish it from organic 
stricture of the oesophagus. The general condition of the patients 
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was good in the earlier phases of the disease, but with its pro- 
gress, the patients began to lose weight and their general health 
deteriorated. 


Diagnosis. 

The condition is differentiated from the vomiting due to 
pregnancy, and from other types of associated vomiting, by a 
consideration of the history, the character of the vomiting, 
an examination of the vomitus, X-ray examination, and the findings 
on oesophagoscopy, if the oesophagoscope is passed. 

The history in cases of cardiospasm is one of intermittent attacks 
of dysphagia and vomiting. The intermissions tend to become 
shorter with the progress of the disease, and the two most prominent 
symptoms become more marked with each exacerbation. The 
symptoms of cardiospasm appeared before the onset of pregnancy 
in the two cases here reported, thereby rendering the diagnosis of 
associated vomiting easy. If cardiospasm occurred for the first 
time during pregnancy the diagnosis would be more difficult. 

The vomiting in cardiospasm is an effortless regurgitation of 
food. It occurs immediately after taking a meal, and is unlike 
the characteristic vomiting due to pregnancy. 

The reaction of the vomitus is alkaline when the vomiting is 
due to cardiospasm. It is acid in vomiting due to pregnancy and 
in other forms of associated vomiting, except that due to organic 
stricture of the oesophagus and an oesophageal diverticulum. It 
has previously been pointed out that the second case, here 
reported, may have been one of fibrous oesophageal stricture. I 
have not been able to find any other reference to its occurrence 
with pregnancy. The history of intermission of the symptoms. 
the findings on X-ray examination and on oesophagoscopy, if 
performed, are usually regarded as criteria sufficient to enable the 
diagnosis between cardiospasm and organic stricture of the 
oesophagus to be made. 

Examination with the X-rays after the ingestion of barium 
sulphate or other opaque salt, reveals a fusiform dilatation of the 
oesophagus above the diaphragm, beyond which the opaque meal 
does not pass. The findings in vomiting due to pregnancy, and 
in diverticulum of the oesophagus, are quite different. Oesophago- 
scopy is not necessary and is, therefore, contra-indicated in cases 
in which the diagnosis has been established by the X-rays. If it is 
performed, in cases of cardiospasm, the cardiac sphincter of the 
stomach is seen to be constricted ; the mucous membrane is arranged 
in prominent longitudinal folds and pale, or of an intense red 
colour, Its surface may be ulcerated, 
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The effect of cardiospasm on pregnancy, labour and the puerperium. 
In one of the cases premature labour occurred at the twenty- 
eighth week; in the other the pregnancy was terminated. These 
data are insufficient to warrant a conclusion about the effect of 
cardiospasm on pregnancy, labour and the puerperium. 


The effect of pregnancy on cardiospasm. 

The symptoms became more marked after the occurrence of 
pregnancy. The dysphagia and the regurgitation became aggra- 
vated by the vomiting due to the pregnancy, while the latter 
assumed a more serious aspect in the presence of the former. The 
aggravation of the symptoms began soon after the onset of preg- 
nancy ; the health of both patients declined rapidly and their loss in 
weight was considerable. Further symptomatic aggravation 
occurred, in the first case, early in the puerperium. 

In the past, pregnancy has been thought to be one of the possible 
aetiological factors in the production of cardiospasm, particularly 
by Continental writers; but Halban and Seitz’ say that its import- 
ance has been over emphasized. The condition is due to an 
interference with the reflex mechanism which brings about 
physiological relaxation of the cardiac sphincter during the act of 
swallowing; in fine it is due to an absence of relaxation. This 
suggestion regarding the pathology of the disease was made by 
Rolleston* in 1895; it has received abundant confirmation and is 
now universally accepted. That pregnancy and disease of the 
genital organs may be a factor was recognized by Allbut and 
Rolleston,* who say, in their ‘System of Medicine,’’ ‘‘reflex 
irritation from more distant parts, as from a floating kidney or 
the genital organs, appears to play some part in setting up 
spasm.’’ It is surely possible that pregnancy might cause an 
interference with the reflex mechanism either by local irritation 
due to the nausea and vomiting of pregnancy, or by the action of 
toxins on the nerve endings in the oesophagus upon which the 
reflex action depends, or by the induction of a neurosis. Neurotic 
influences are commonly described as possible causative factors, 
apart from pregnancy. The matter, however, is largely one of 
speculation. 

All that can be said of my cases is that the previously existing 
symptoms underwent exacerbation immediately. after conception 
in both cases. 


Treatment. 
The usual treatment of cardiospasm, namely dilatation of the 
cardiac sphincter with Hurst’s mercury bougie, was commenced 
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in hospital. Improvement followed the institution of this treatment ; 
the patients became able to retain food and, as a consequence, 
gained weight. One of the patients (L-/R., Case I) was discharged 
from hospital after learning to swallow the bougie. If a pregnant 
woman is suffering from cardiospasm she should not be discharged 
from hospital unless she can be seen and weighed once a week 
after discharge; the urine should be tested each week for the 
presence of acetone bodies, as well as for albumin and sugar. If, 
at-any time after discharge from hospital, the symptoms return, 
the patient should be re-admitted. Continued persistence of the 
symptoms, associated with persistent loss in weight and a deteriora- 
tion in the general condition, after re-admission are, in my opinion, 
indications for terminating the pregnancy. In such cases, as in 
those in which there is a primary failure of response to Hurst’s 
method of treatment, there are two alternatives. First to terminate 
the pregnancy either by the induction of abortion or premature 
labour, or by abdominal hysterotomy. Secondly to perform 
gastrotomy and digitally to dilate the cardiac sphincter from below, 
allowing the pregnancy to continue. The former alternative is, 
surely, more advisable than the latter. If the patient’s condition 
is so bad as to warrant operative treatment for cardiospasm she 
is certainly not in a fit state to meet the demands made by preg- 
nancy; while the difficulty of an operation upon the stomach is 
greatly increased during the later months of pregnancy. And it 
must be remembered that the results of the operative treatment of 
cardiospasm are usually said to be poor, apart from pregnancy ; they 
must surely be worse when an operation is performed upon an emaci- 
ated pregnant woman. Except in those cases in which the sympto- 
matic aggravation occurs shortly before viability the pregnancy 
should be terminated by evacuation of the uterus under anaesthesia 
during the first 16 weeks of gestation and by the rupturing the 
membranes and inserting Horrocks’ bag after the sixteenth week ; 
unless sterilization is called for, when abdominal hysterotomy is 
the treatment of election. In those cases in which the child is 
within two or three weeks of viability operative interference should 
be withheld until the child is viable, when premature labour should 
be induced or Caesarean section performed. A decision about 
performing gastrotomy and -dilatation of ‘the cardiac sphincter 
should be postponed until after delivery. If the patient’s condition 
continues to deteriorate after delivery gastrotomy and dilatation 
of the cardiac sphincter can then be performed. This operation 
was successfully performed by Mr. Ivor Back in Case II. 

In very emaciated patients gastrostomy, under local anaesthesia, 
may be indicated. 
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My thanks are due to Dr. R. A. Young, to Dr. G. E. Beaumont 
and to Mr. Comyns Berkeley for allowing me to publish these 
cases, and to Mr. Ivor Back and to Dr. Frank Radcliffe for 
furnishing me with the recent history of the second case. 
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DurRING the course of balance experiments of intake and output in 
cases of pregnancy associated with vomiting, it was noticed that 
the vomitus (collected over a period of 24 hours) in most of the 
patients suffering from hyperemesis gravidarum, did not contain 
any free hydrochloric acid, while the remainder showed a very low 
concentration. Observations repeated at intervals of several days 
gave identical results. Hence it appeared that there was little or no 
acid lost from the body, and there seemed to be no sufficient ground 
for the belief that such cases suffer from a relative alkalosis. It 
was considered, therefore, that an investigation of the gastric 
acidity in such cases by means of fractional test meals might prove 
not unfruitful. 


TABLE I. 
Results of examination of vomitus of cases with persistent 
emesis during pregnancy. 





No. of cases Achlorhydria §Hypochlorhydria 





Emesis Es of I — I 
Hyperemesis ae 14 13 I 
Pyelitis <f; 5 2 3 
Gallstones re I a I 








ANALYTICAL METHODS. 

Tihe routine procedure for the analysis of gastric acidity in 
fractional samples of an oatmeal gruel test meal was adopted. The 
presence or absence of free hydrochloric acid was determined by 
the Giinzberg reaction. Quantitative estimations of free hydro- 
chloric acid and total acidity were made, using as indicators 
Toepfer’s reagent and phenolphthalein respectively. In several 
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cases the patients had considerable practice in swallowing the tube 
before the actual experiment. While the meal was in progress an 
attempt was made to divert the patient’s attention by encouraging 
her to read, or at least look at an illustrated paper. In every case the 
urine was examined microscopically to exclude the presence of 
urinary infection, since it was found that many patients sent into 
hospital, with the diagnosis ot hyperemesis, proved to be suffering 
from pyelitis. Clinical histories were carefully taken to exclude 
the possibility of gastric trouble apart from pregnancy. The 
findings have been grouped according to the percentage of free 
hydrochloric acid present, and, for the purpose of comparison, such 
free acid as appeared only during the 13 hours following the meal 
has been recognized. 


TABLE II. 
Results of fractional test meals grouped according to the maximal 
concentration of free hydrochloric acid. (78 cases). 





No.of Achlor- 10 per cent 11 to 20 21 to 30 31t045 Above 45 
cases hydria and under percent percent percent per cent 








Emesis 28 6 3 y 2 5 me 
Hyperemesis 22 10 2 5 I I 3 
Pyelitis 9 _ 4 2 2 I a 
Albuminuria Io I I 4 I 2 I 
(previous 
hyperemesis). 
Eclampsia 9 2 — I I I 
Total 78 19 Sr) ae st se 








CLINICAL FINDINGS. 

Clinical findings were found to vary. 

Hyperemesis gravidarum seems to affect fair-haired subjects 
with a grey iris much more frequently than those possessing 
pigment in greater amount. This observation is recorded for what 
it is worth, but the association of the grey iris with eclampsia was 
noted. 

Mention may be made of one patient, pregnant for the third . 
time, who did not even have nausea in the first two pregnancies : 
on the first occasion she did not know she was pregnant till she 
“felt life.’’ In the third pregnancy she had slight morning sick- 
ness during the third month, but was not in the least upset : when 
seven months pregnant she was admitted to hospital with eclampsia. 

Oral sepsis and obstinate constipation occurred with notable 
frequency : the presence of these, naturally, cannot be stressed as 
being peculiar to hyperemesis gravidarum. The constipation may 
be due to the fact that the patient is in a state of relative starvation : 
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such a condition of itself would render the patient’s defences open 
to bacteriological attack. At any rate, in an already established 
toxaemia, oral sepsis and intestinal stasis are certain to contribute 
to its aggravation. 

The only constant finding, so far as the nervous system was 
concerned, was an exaggeration of the knee-jerks, sometimes 
equally, sometimes unequally. 

In spite of the frequency of visual disturbances, the fundi were 
invariably normal on ophthalmoscopic examination, although in 
moribund patients retinal haemorrhages have been observed. 
Stander (1932) reports two patients who had haemorrhagic 
retinitis in the vomiting of pregnancy: in one, recovery took 
place, while the other died. 

Fatal results were recorded only in those patients whose 
gastric secretion showed achlorhydria or hypochlorhydria. 


TABLE III. 
Number: of cases of achlorhydria falling into age groups. 





Age group Achlor- 10 per cent 11 to 20 21 to 30 31 to 45 Above 45 
hydria and under per cent per cent per cent per cent 





Ig to 25 10 35 8 8 3 3 
26 to 30 6 - 5 3 2 I 
31 to 35 2 2 6 2 3 I 
36 to 42 I 3 - I 2 


BACTERIOLOGICAL FINDINGS. 

The vomitus and the gastric contents removed for fractional 
analysis were submitted to Dr. Robert Cruickshank, Bacteriologist 
to the Royal Infirmary, for examination. In the case of the test meal 
the specimens on which attention was mainly concentrated were the 
resting juice and those removed at one and a quarter and two hours 
after the meal. The results of the examination showed that, in 
the presence of free hydrochloric acid, there was a scanty flora, 
whereas achlorhydria was invariably accompanied by the appear- 
ance of abundant organisms. Gram positive diplococci, strepto- 
cocci and diphththeroid bacilli were the predominant organisms, 
both in the direct smear and on culture. 


‘TREATMENT. 
The routine treatment adopted for hyperemesis gravidarum 
was as follows :— 
For 48 hours after admission the patient did not receive any 
nourishment orally ; salines and glucose per rectum were adminis- 
tered four-hourly,, and frequent mouth washes were given. 
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Usually at the end of that time, or earlier, it was possible to revert 
to feeding by the ordinary channel : first, fluids in small quantities 
were given at short intervals, then oral feeding was gradually 
substituted. At this stage a start-was made with the treatment of 
the condition of achlorhydria or hypochlorhydria, Thrice daily, 
15 minims of dilute hydrochloric acid (B.P.) well diluted in water 
were sipped by the patient, commencing a few minutes before a 
meal and continuing during it. In soup, or disguised in some 
other way, 75 grams of liver extract were given to follow the 
dilute hydrochloric acid (ter in die). In most cases the hydro- 
chloric acid and liver taken in this manner seemed to be well 
borne by the patient, and apparently did not contribute to the 
already existing nausea. Aperients were avoided, daily colonic 
lavage being carried out. 

Test meals before dismissal showed that, in those patients who 
previously had been of the achlorhydric class, there was a return 
of free hydrochloric acid, while in patients who had been suffering 
from hypochlorhydria there was an increase in the percentage ot 
free acid. It must be said that, in those patients who improved 
without treatment by dilute hydrochloric acid and liver extract, 
similar results were obtained. 


TABLE IV. 
Results in certain individual cases before and after recovery. 





Type of free hydrochloric acid curve 





On recovery. 
(Not mentioned in‘ 
Table II.) 


In the active stage. 
(Noted in Table II) 


Type of case 











Emesis gravidarum 


free acid appearing at 
one hour, 





31 per cent to 4o per cent, 
free acid appearing at 
y hour. 





Hyperemesis gravidarum | Achlorhydria, II per cent to 20 per cent. 
Hyperemesis gravidarum | Achlorhydria, II per cent to 20 per cent. 
Hyperemesis gravidarum | Achlorhydria. | Under ro per cent. 
Hyperemesis gravidarum | Under 1o per cent, only | Under 10 per cent, but 
appearing at 134 hours.| appearing at 3 hour. 

Hyperemesis gravidarum | Achlorhydria. Achlorhydria. 
Hyperemesis gravidarum | 11 per cent to 20 per cent | 21 per cent to 30 per cent. 
Hyperemesis gravidarum | Above 45 per cent. 21 per cent to 30 per cent. 





DIscuSSION. 


During the course of this investigation, certain other observa- 


tions in. this field were noted. 


Kydd (1930) has found free 


hydrochloric acid absent from the vomitus in two cases of vomiting 


of pregnancy. 





Arzt (1930) has reported a series of 50 cases of 
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pregnancy associated with nausea and vomiting. Of these, 29 in 
the first three months had a total absence of free hydrochloric acid, 
while the total acidity showed a corresponding decrease. The 
appearance of free hydrochloric acid in women who, earlier in 
pregnancy had shown a total absence of free acid, was also demon- 
strated by him, although he only examined specimens 45, 60 and 
75 minutes after the commencement of the test meal. In the present 
series there occurred several instances in which free hydrochloric 
acid did not appear until samples later than 75 minutes after the 
meal were examined. Arzt, while observing a decrease in free 
hydrochloric acid in all his cases, found that the total chlorides in 
the fasting contents of the stomach were normal, or even increased. 
More recently, Mason (1931), in a study of six cases of vomiting 
of pregnancy during the second and third months, found a complete 
absence of free hydrochloric acid in four, while, in the other two, 
the concentration was much decreased. 

In the present series, 15 of the specimens of vomitus from 21 
patients suffering from more or less severe vomiting had achlor- 
hydria, and of these, 13 belonged to the group of hyperemesis. 
The other two were cases of pyelitis, but these had suffered from 
excessive vomiting at an earlier period in their pregnancy. In the 
remaining six cases examined, only slight traces of free hydrochloric 
acid were found in the vomitus. There was, therefore, no reason 
for believing that free acid is lost in any considerable quantity 
in the vomitus. In this connexion it is of interest to note that in 
a case of habitual pre-menstrual vomiting, in which the vomitus 
did not contain any free hydrochloric acid, the fractional test meal 
curve was of the 31 per cent to 45 per cent type. 

There did not appear to be any necessity for determining the 
presence of a true achlorhydria in the toxic state, as with improve- 
ment in the condition of the patient there was a return of free 
hydrochloric acid in the gastric secretion. It is possible that this 
may have influenced the findings in the cases showing hypochlor- 
hydria, and that examination at an earlier stage might have 
revealed achlorhydria. The achlorhydria of hyperemesis gravid- 
arum is not, therefore, a congenital anomaly. : 

The suggestion has been made that the achlorhydria or hypo- 
chlorhydria is due to the regurgitation of alkaline duodenal contents 
into the stomach : were that the case one would expect to find bile 
more constantly in evidence. 

Neither mucus nor saliva has been present in excess in any of 
the cases investigated save one. Brief notes of this case, in which 
ptyalism was so distressing a feature, are appended. On the first 
occasion on which the vomitus was collected for 24 hours it showed 
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no free hydrochloric acid. In the belief that it might contain some 
specially toxic product, the vomitus was fed to two rabbits. An 
hour thereafter one rabbit showed great lassitude : two hours atter- 
wards the other exhibited similar symptoms, Twenty-four hours 
later both were in the same state, but recovery followed. Six days 
later the patient’s vomitus collected for 24 hours contained no free 
hydrochloric acid. On the third occasion, nine days later, the 
stomach tube was passed, and the resting contents, even after some. 
had been vomited up, amounted to 42 cubic centimetres. Free 
hydrochloric acid was absent. The stomach was washed out, and 
the fluid returned was found to contain free hydrochloric acid to the 
extent of five per cent, while the total acidity was seven per cent. 
An amount equivalent to two-thirds of the fluid returned in the 
gastric lavage was injected intravenously and intraperitoneally 
into a rabbit. No ill effects were noted. Steady improvement in 
the patient’s condition followed a complete miscarriage. Just before 
dimisssal a test meal showed the apex of the free hydrochloric acid 
curve as 42 per cent at one and a half hours. 

In all, save one of the cases associated with achlorhydria, the 
total acidity curve was low, hence combination of acid with protein 
cannot be advanced as the reason for the disappearance of free 
hydrochloric acid from the gastric secretion. It is interesting to 
note that during the second, third and fourth months of pregnancy 
—the period in which emesis and hyperemesis are likely to be most 
pronounced—a proteolytic ferment can be demonstrated in the 
trophoblastic villi, and a considerable amount of destruction of 
maternal tissue must result therefrom. 

The psychic effect of the test meal has been quoted as accounting 
for the achlorhydria or hypochlorhydria in cases such as those 
under review. Apperly and Norris (1931) state that it has long been 
their view that temporary psychic disturbancees have little appreci- 
able effect on either the general form and magnitude of the acidity 
curve or on the emptying time of the stomach. Observations made 
in the present series certainly support that conclusion: the ease 
with which Ryle’s tube was retained in situ was a remarkable 
feature. 

Wright (1924), in an investigation of 250 normal children 
between the ages of six and 15 years, found achlorhydria in 1.6 
per cent. With advancing years there is known to be a greater 
frequency of achlorhydria. Thus, Vanzant (1931), in an analysis 
of 3,746 records, showed that the incidence of achlorhydria increased 
from approximately four per cent at the age of 20 years to approxi- 
mately 26 per cent at the age of 60 years. In that investigation 
it is further stated that the frequency of achlorhydria among women 
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appears to be slightly more marked than among men, and that 
the decrease in the percentage which occurs in later years suggests 
the possibility that the mortality rate is a little higher.in persons 
with achlorhydria than in those with free acid in the stomach. 
Hartfall (1932), in a series Qf 2,356 patients, found achlorhydria 
in 242, or 10.3 per cent, and noted the greater percentage of 
achlorhydria among females. Bennett and Ryle (1921), in their 
investigation of healthy students, found four per cent with 
achlorhydria, while 80 per cent fell within normal limits. A survey 
of 100 normal persons, over the age of 60, by Davies and James 
(1930) showed the incidence of achlorhydria to be 32 per cent. 
In these figures there would appear to be an indication of progres- 
sive decline in function of the gastric glands. The present series 
shows achlorhydria in 24 per cent, and fits into the scale of increased 
frequency with advancing years. Yet during the reproductive 
period, the period of greatest functional activity, one would expect 
the gastric glands, in common with the other glands of the body, 
to be in their most active phase. 

The return of free hydrochloic acid to the stomach would seem 
to indicate that the achlorhydria, or hypochlorhydria, is intimately 
related to the disturbance of gastric function: the vicious circle 
may be more complicated than we imagine. It is important to 
note, however, that in the series investigated there were three 
cases of hyperemesis in which hyperchlorhydria was shown—cases 
in which, judging by the severity of the symptoms, one would have 
expected achlorhydria or hypochlorhydria. Wilkinson and Oliver 
(1931), examining cases in which the clinical condition suggested 
impairment of gastric secretion (but not associated with pregnancy), 
stress this fact, that occasionally one meets a case presenting the 
typical clinical picture of the ‘‘achlorhydric syndrome”’ in which 
a test meal discloses a hyperatidic condition instead of the antici- 
pated hypo-acidity. 

The old idea of inherent diathesis has been revived by Hurst 
(1923 et seq.). At the lower end of the scale, in cases of achlor- 
hydria, he recognizes two types :— 

(a) Those patients in whom there is a congenital absence of 
hydrochloric acid, probably not more than two per cent. 

(b) Those patients in whom a former power of secreting hydro- 
chloric acid has become reduced or has disappeared. As he states, 
there is a false achylia, and, as the result of treatment, free hydro- 
chloric acid can again be demonstrated in the gastric secretion. 

To this latter class would appear to belong the examples of 
achlorhydria and hypochlorhydria which occur in emesis and 
hyperemesis gravidarum, 
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SUMMARY. 

1. Of 28 patients with emesis gravidarum, six had achlor- 
hydria. 

2. Of 22 patients with hyperemesis gravidarum, 10 had achlor- 
hydria; while in three, hyperchlorhydria was present. The 
remainder showed varying degrees of free acid, but had not been 
examined during the period of active vomiting. 

3. A group of 28 patients, comprising cases of pyelitis, 
albuminuria and eclampsia, were examined in respect of their 
gastric acidity. Patients with pyelitis associated with vomiting 
exhibited a tendency to hypochlorhydria, but none had achlor- 
hydria. There was no marked incidence of achlorhydria in 
albuminuria or eclampsia. 

4. The incidence of achlorhydria in the total series of 78 cases 
was 24 per cent. Grouping the cases of emesis and hyperemesis 
gravidarum (50), achlorhydria occurred in 32 per cent of them. 

5. Approximately 53 per cent of the cases of achlorhydria 
occurred in the age-group Ig to 25 years, and 84 per cent between 
the ages Ig and 30 years. 


It is a pleasure to record my gratitude to Professor Munro Kerr 
and Professor Hendry for the facilities 1 have enjoyed, and for 
their constant encouragement and advice. I am also indebted to 
Dr. D. P. Cuthbertson for his helpful criticism and suggestions. 


REFERENCES. 
Apperley, F. L., and J. H. Norris. Brit. Med, Journ., 1931, i, 255. 
Arzt, F. Amer. Journ. Obstet. and Gynecol., 1930, xx, 382. 
Bennett, T. J., and J. A. Ryle. Guy’s Hosp. Rept., 1921, 1xxi, 286. 
Davies, D. T., and T. G. I. James. Quart. Journ, Med., 1930, xciii, 1. 
Hartfall, S. J. Guy’s Hosp. Rept., 1932, 1xxxii, 13. 
Hurst, A. F. Lancet, 1923, i, 3. 
Idem. Brit. Med. Journ., 1925, ii, 879. 
Idem. Lancet, 1929, ii, 1023. 
Idem. Quart. Journ. Med. (new series), 1932, i, 157. 
Kydd, D. M., and J. FP. Peters. Proc. Amer. Soc. Clin, Invest., 1930, ix, 
14. : 
Mason, I, W. Colorado Med., 1931, xxviii, 392. 
Stander, H. J. Surg. Gyn. and Obstet., 1932, liv, 129. 
Vanzant, F. R. Pro. Mayo. Clinic., 1931, vi, 297. 
Wilkinson, J. F., and T. H. Oliver. Lancet, 1931, i, 66. 
Wright, C. B. Archiv. Int. Med., 1924, xxxiii, 435. 











Adenocarcinoma of the Vagina. 


By GILBert I. StRAcHAN, M.D. (Glas.), F.R.C.P. (Lond.), 
F.R.C.S,. (Eng.), F.C.O.G. 


Professor of Obstetrics and Gynaecology, Welsh National School 
of Medicine; Obstetrician and Gynaecologist, Cardiff 
Roval Infirmary. 


CaRCINOMA of the vagina is an uncommon condition to which, in 
gynaecological textbooks, but little space is given. The con- 
dition, however, opens out many important pathological con- 
siderations, while the clinical aspects are usually grave, so that 
it is worthy of consideration. 

The growth may be an epithelioma, and this may be primary 
and arise anywhere in the vagina. More commonly, a vaginal 
epithelioma represents a direct extension of a cervical epithelioma, 
and in such cases it is mostly confined to the upper part of the 
vagina, while it may form a hard submucous induration, extend- 
ing downwards usually in the anterior vaginal wall. 

Adenocarcinoma is much less frequently found. It may be 
secondary to carcinoma of the body of the uterus, and indeed 
may represent the first sign of this condition. A series of such 
cases was reported by the author’ in 1930, and the pathology of 
direct transplantation or lymphatic or blood-stream transference 
discussed. 

The most rare of all the malignant growths of the vagina is a 
primary adenocarcinoma, The two cases now to be described 
represent examples of this condition which have recently come 
under the care of the author. 

It appears best to describe, in the first place, the clinical and 
histological features of these cases, and after that such matters as 
frequency, histogenesis, and treatment can be discussed. 

The following are the main points of the cases under con- 
sideration :— 


Mrs. E. S., aged 50. Carcinoma series number 246. She was 
a multipara with eight children, the last born 12 years ago: two 
of the labours were instrumental, and there were no abortions. 
Eight years previously sub-total hysterectomy had been performed 
for a fibromyoma. 
For a year she had suffered from vaginal discharge, followed 
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six months later by pelvic pain, while irregular vaginal haemor- 
rhage had occurred for the last three months. Loss of appetite 
had developed with constipation, while she had also become 
thinner during the previous three months. 

On examination the general condition was fair. The vagina 
was fully occupied by a soft fungating friable growth, and as 
further investigation was not called for at this stage the condition 
was regarded as a cauliflower carcinoma developing from the 
stump of the cervix left at the sub-total hysterectomy. Subse- 
quent exploration under anaesthesia, however, showed the cervix 
eroded but not involved in the growth, which was now found to 
be arising from the posterior vaginal wall about its middle part. 
On digital manipulation the whole mass came away, and a 
curious feature of the case was that there was little or no resulting 
haemorrhage, while the site of origin was left almost clear with 
very little induration. A localized raw area was the only sign 
that any vaginal growth had ever been present. 

Microscopical examination of the tumour—section 5381— 
showed typical adenocarcinoma. The appearance was of fairly 
rapid growth, so that, while definite acinous formation was 
frequently seen, irregular masses of carcinoma cells with only 
partial glandular formation were common. Mitotic figures were 
plentiful, and the stroma was scanty. 

Seventy milligrams of radium were inserted, rolled up in gauze, 
into the vagina for 24 hours—1,680 mg. el. hrs.—and under 
observation the symptoms disappeared and the vagina remained 
clear for 12 months. Re-examination at this time, however, 
showed virtually a reproduction of the condition as originally 
seen : the growth was easily removed digitally as before, the same 
lack of local infiltration was present, and the microscopic picture 
was as previously described. 

A stronger application of radium was now given 150mg., 
again wrapped in gauze, for 48 hours: 7,200 mg. el. hrs.—and 
up to the present there has been no recurrence of the growth. 

A few weeks ago—2o months after first being seen—the patient 
came to hospital complaining of rectal haemorrhage, and an 
examination at this time showed some adhesive vaginitis, but no. 
clinical sign of return of the growth. The adhesions were broken 
down and the vagina canalized. Rectal examination showed an 
ulcer on the anterior wall: this was not indurated or surrounded 
by infiltration and was regarded as a radiation ulcer. This 
condition is now rapidly clearing up under treatment by rectal 
lavage. 

The second case, Mrs, T., aged 48 years, carcinoma series 
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number 326, was nulliparous and, for some reason which could 
not be ascertained, double odphorectomy had been performed 
some 20 years ago. 

The history was of vaginal haemorrhage of five months’ dura- 
tion, worse on straining, with yellow discharge and low pelvic 
pain of similar duration. There was slight constipation, but 
bladder symptoms were absent, while the general condition was 
good and there was not any loss of weight or asthenia. 

Pelvic examination showed the vagina almost completely filled 
with a large friable fleshy mass which, under anaesthesia, was 
found to arise from the posterior vaginal wall just behind the 
cervix, which itself was nulliparous and free, while the uterus was 
felt as a small mobile organ one and a half inches long on 
exploration. 

As in the previous case, the tumour was easily removed 
digitally, leaving what looked like a sharply circumscribed hole in 
the vaginal mucosa of the posterior fornix. Bleeding from this 
area was slight, and again induration or infiltration was practi- 
cally absent. 

Microscopic section of the material removed—No. 6836— 
showed clearly marked adenocarcinoma, the appearance of the 
section closely resembling that of the previous case. 

Microphotographs of sections of both these tumours are shown 
in the accompanying illustration. 

Eighty-eight milligrams of radium in two bullets were inserted 
into the gap in the vaginal mucosa and retained there by packing 
for 30 hours, thus giving 2,640 mg. el. hrs. The result, so far, 
has been satisfactory, and on re-examination a few days ago only 
a puckered scar was found in the posterior fornix. There had not 
been any bleeding and not any sign of recurrence, but as the case 
came under observation two months ago only, the ultimate 
reaction to treatment cannot as yet be judged. 

It is generally admitted that primary cancer of the vagina is 
rare and adenocarcinoma particularly rare, but it would seem fair 
to assume that the two cases reported represented examples of the 
latter condition. 

Of 328 cases of gynaecological carcinoma treated by the author 
with radium since October, 1922, 267 have been carcinoma of the 
‘cervix, 36 carcinoma of the body of the uterus, 13 (including these 
‘two cases) primary carcinoma of the vagina, and 12 epithelioma 
of the vulva; this incidence of primary vaginal carcinoma-—3.9 
per cent in general and 0.55 per cent in the case of adenocarcinoma 
—is greater than in most similar series of cases. 

~ Gurlt® found .9.19 per cent of vaginal carcinoma in 59,600 
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collected cases, while Roger Williams*® found it in 0.43 per cent 
of his carcinoma series. Schwarz* (0.24 per cent), Hofmeier® 
(6.11 per cent), Rhode® (0.06 per cent), and others (quoted ‘by 
Lynch and Maxwell’) have estimated its frequency in much larger 
series of collected cases than the present; but in all these the 
percentage incidence is very low, while most, if not all, of these 
cases represent examples of primary epithelioma. In the Lockyer 
Museum in Charing Cross Hospital there are 10 specimens of 
vaginal epithelioma, but no example of adenocarcinoma of the 
vagina. The percentage incidence of primary adenocarcinoma of 
the vagina is therefore infinitesimal in any large series of cases of 
gynaecological carcinoma, so that individual cases, when they 
occur, are usually reported. For two such cases to occur in a 
relatively small individual series is thus uncommon, 

Moench* has recently reported two cases of adenocarcinoma 
(presumably primary) of the vagina discovered in the course of 
routine microscopical examination of 37 vaginal cancers in the 
Mayo Clinic. 

The main interest of this condition is pathological, and in 
considering the origin of primary adenocarcinoma of the vagina 
certain aspects of the structure of the vagina have to be borne in 
mind. The normal vagina is developed from the lower third of 
the fused Miillerian ducts and the urogenital sinus and the 
lining epithelium is typically stratified squamous. Normally 
glands are not to be seen anywhere, so that the so-called vaginal 
secretion is probably a mixture of uterine and cervical secretion 
which has become acidified by the action of Déderlein’s bacilli 
usually present in the upper part of the canal. It is doubtful if 
any part of the vaginal secretion is formed by transudation 
through the squamous covering as is so frequently stated. 

Some observers report the presence of an occasional gland in 
the vagina, but such an appearance represents merely a crypt-like 
depression of the epithelium. But in the fornices glandular 
tissue has been seen from time to time by responsible observers. 
These structures are judged to be misplaced cervical glands, and 
have been described by Veith® as aberrant cervical glands and by 
Hohne” as heterotopic cervical fands, while Robert Meyer" 
found such glands in the foetiis and considered them to be an 
extension of the normal intracervical glandular mucosa which 
often in the foetus, and even, in some cases, in the adult, extends 
beyond the external os to form the so-called ‘‘congenital erosion.” 

Another vaginal structure which, although non-glandular, is 
lined with columnar or cubical epithelium, is the occasional 
remains of fragments of the lower part of the Wolffian duct— 
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Gartner’s duct—especially in the antero-lateral vaginal wall, and 
which is usually regarded as a probable origin of vaginal cysts. 

While the published examples of adenocarcinoma of the 
vagina are few, it would appear to be of value to notice certain 
cases of adenomatous formation in the vagina which have been 
reported. This is important not only from the point of view of 
aetiology but also because such a condition may fairly be regarded 
as precarcinomatous. Indeed, in Haultain’s'? case (vide infra) 
transition to adenocarcinoma was seen. One of the earliest 
examples of adenomatosis of the vagina was a case described by 
Von Preuschen™ in 1877, in which he had removed a vaginal cyst 
which was found to be lined by columnar epithelium. Six years 
later, at death, the vagina showed mucous secreting glands open- 
ing on to the surface. 

In 1910, Bonney and Glendinning™ described the condition of 
diffuse adenomatosis of the vagina, and in discussing the aeti- 
ology they concluded that it was due to ‘...a congenital 
peculiarity of the cells lining the vagina ... in virtue of which 
they possessed facultative gland-forming powers similar to those 
covering the vaginal cervix in immediate proximity to the external 
os: and that this power lay dormant until activated by an 
excitant, probably inflammatory and connected with child-bearing, 
the process being analogous to that by which a glandular erosion 
of the cervix is formed.’’ 

Haultain’? in tg11 reported a case of this nature, the patient 
coming te consult him first in 1896 with a localized adenomatous 
condition of the anterior vaginal wall; it recurred twice after 
removal, but he was able to keep in touch with the patient for 
15 years, when she died of asthenia, the condition having become 
adenocarcinomatous. 

In discussing this condition Berry Hart’® says: “Diffuse 
adenoma of the vagina in the human female is thus a persistence 
of a foetal condition owing to the epithelium of the Miillerian 
ducts remaining permanent, probably from its not having been 
absorbed and replaced completely by the ectodermic cells of the 
Wolffian bulbs.” 

Again, Herbert Spencer*® in 1923 reported an example of 
adenoma of thé anterior vaginal fornix in a patient aged 55 which, 
as in the present cases, resembled carcinoma of the cervix at first 
examination. The illustrations, show definitely adenomatous 
tissue, which would seem to have developed from some hetero- 
topic cervical glands in the fornix and which was possibly a pre- 
carcinomatous condition. 

A similar case was reported by Plaut’’ in 1926, 
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When we apply these considerations to the circumstances of 
the two cases reported it does not seem probable that the origin 
was Wolffian. In the first place, the histological structure was 
not merely columnar-celled, it was definitely adenocarcinomatous, 
and in this way bore little or no resemblance to the structure of a 
vaginal cyst. Again, while it is unsafe to stress too much the site 
of origin of the growth from the vaginal wall, it has to be 
remembered that in both cases it was in the middle line and in a 
position, therefore, removed from the Wolffian remnants, which 
are laterally placed. 

The most likely seat of origin, at least in the second case, 
appears to be from aberrant or heterotopic cervical glands which 
have become incorporated with the surrounding vaginal epithe- 
lium ; and, indeed, the histological structure closely resembled that 
of an adenocarcinoma of the cervix. In this area also an endo- 
metrioma of the recto-vaginal septum has to be considered as a 
possible origin, but the fact of the ovaries having been removed 
some 20 years previousiy prevents us from accepting this. The 
means by which cervical epithelium could have become engrafted 
in the lower vagina are not evident, nor are the causes which 
stimulated the structures to carcinomatous growth. 

Broden*® is of opinion that adenocarcinoma may develop from 
the basal layer of the vaginal epithelium by a process of meta- 
plasia, but this view is not strongly supported. 

Regarding the clinical course of such cases Kaufmann” says : 
‘*The spread of adenocarcinoma to the vulva is common, but to 
the uterus is uncommon; they often invade the bladder or rectum 
and form fistulae,’’ and he quotes Roger Williams to the effect 
that the life expectation is about eighteen months. 

Irritation from prolonged wearing of a pessary or from ex- 
posure of a prolapsed vagina to trauma have been put forward as 
exciting causes of this condition, but neither of these factors was 
present in the cases recorded, while there was no sign of pre- 
carcinomatous leukoplakia. It is not clear why vaginal carcinoma, 
of this or of the squamous type, is so often seen on the posterior 
wall unless, as Frank”® suggests, it may be predisposed to by the 
accumulation of macerating discharges in the posterior vaginal 
fornix. 

Other recorded examples of this condition have been reported 
by Hohne and R. Meyer, but careful search of the literature is 
necessary in order to find such cases. They are very rare and 
usually have features rather similar to those reported, but in this 
respect an important case of Aschheim’s” has been quoted by 
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E. Loévegren in which adenocarcinoma of the anterior vaginal 
wall was found in a child aged six months. Lévegren himself 
reports a case of papillary epithelioma in the vagina of a child 
of 16 months. 

In these two cases the factors leading to uncontrolled growth 
of, in one case, the aberrant cervical glands and, in the other, 
of the squamous epithelium, evidently became operative at an 
abnormally early age and in the absence of the usually attributed 
traumatic factors. 
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Fig. ‘¥. 


Microphotograph from case No. 1. x 8o. 
Typical adeno-carcinomatous tissue is seen. 





FIG. 2. 


Microphotograph from case No. 2. x 8o. 
An appearatice similar to that in the previous case is seen. 




















Dystocia Dyspituitarism. 
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THE subject of dystocia is covered quite comprehensively in most 
textbooks on obstetrics, even so far as to discuss fully, under 
maternal causes, the very rare and unusual types of abnormalities. 
There is a type of patient who, in this paper, I have elected to call 
and group under the name of ‘“‘dystocia dyspituitarism.’’ This 
type of case is by no means a rarity, and its rather frequent 
occurrence often goes unrecognized. These cases are usually 
regarded as prolonged labour types, due to inertia or to occipito- 
posterior positions, 

The textbooks on obstetrics that I have consulted do not 
recognize this type, or very meagrely devote a few lines to its 
description. I could not find anything in Williams’s book which 
would describe cases of this category, and DeLee’ refers scantily 
to this form of dystocia as the ‘‘dystocia dystrophia syndrome.” 
When a resident hospitai obstetrician I found these cases of frequent 
occurrence, and on an active service there was hardly a month when 
one or two patients would not present themselves for delivery. 
Although these patients presented uniformly constant characteris- 
tics they were put down as cases of posterior position or uterine 
inertia, whereas one was dealing with a definite group of dystocias 
of a certain bodily make up. This class has been called by different 
names by different observers : Weltz,* anteceding DeLee, used the 
name of ‘“‘sporadic cretinism.’’ By others these cases have been 
classed as ‘‘dystrophia adiposo-genitalis.’’ I do not feel that any 
of these names adequately describes the condition. The dystocia 
is the result of general body make-up of the dyspituitary picture. 
These: patients do not show any cretinoid qualities, and the 
secondary sexual characteristics are fully developed. DeLee’s 
term of dystocia dystrophia can be interpreted as dystocia which 
is the result of nutritional changes. This does not quite describe 
the type and is, moreover, misleading. I do not assume that 
my terminology could not be improved upon, but it describes 
a form of dystocia which is obviously the result of a pituitary 
disturbance. _Whether or not such people are pure pituitary 
types may be-open to question, but they nevertheless present many 
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of the characteristics of a pituitary disturbance of the hypo- 
pituitary syndrome. 

Greenhill’ and Horner* have made good contributions on the 
subject, and these cases were described in papers by’ Loiseaux® 
and Solomons.*° 

Edward Lyman Cornell,’ of Chicago, recognizes this type, 
elects to call this class dystocia dystrophia syndrome, following 
the terminology of DeLee, and very adequately describes the 
difficult course of labour in such cases. 


The object of this paper is to add my contribution to that of 
others, to recognize such cases as distinct dyspituitarisms, and to 
introduce a name that will not be misleading to student and 
practitioner. 

In hospital cases the dystocia dyspituitarism would run, with 
variations, I feel, from about three to five per cent. During the 
past eighteen months, in a series of forty deliveries, I collected and 
followed three specific cases of dystocia dyspituitarism. This 
makes a percentage of seven and a half. At this stage I am 
rather more anxious to describe the picture than to quote incidence. 
When the group is sufficiently well recognized it will be much 
easier to agree on incidence. Suffice it to say that dystocia dys- 
pituitarism is common enough to merit consideration. 

The dystocia dyspituitary case presents a characteristic appear- 
ance. The woman is of short stature, her height may be from 
five feet to five feet plus a few inches. Some may be just under 
five feet. The head sits close to the chest, there being very little 
neck. There is a heavy deposit of fat around the pelvic girdle, 
and the hips are quite broad. The face is plump, and the chest 
and extremities are wholesomely coated. The secondary sexual 
characteristics are, as a rule, well developed, although the patient 
complains of sexual disturbances. There are definite signs of post- 
adolescent anterior pituitary lobar deficiency, with some measure 
of posterior lobar deficiency as well. The stature is disproportion- 
ate as the result of anterior lobe deficiency, the measurement from 
the symphysis to the top of the head being greater than the 
measurement from the symphysis to the soles of the feet. These 
patients must have enjoyed a fair measure of anterior lobe secretion 
in the pre-adolescent period, because there is no obvious gonadal 
hypoplasia, and because the secondary sexual characteristics are 
well developed. The anterior lobar picture is rather a_post- 
adolescent one. The anterior lobe deficiency in pre-adolescence 
has been sufficient to retard growth, resulting in a disproportionate 
stature. The hands are small and chubby, but the fingers are not 
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fat and sausage-shaped as one sees in hyperactivity. The radius 
and ulna, and tibia and fibula are shogtened considerably and out 
of proportion to the fairly normal lengths of humerus and femur. 
The feet are small, and all of my three patients had genu valgum. 
The unusual adiposity is the result of posterior lobar deficiency, 
and these cases gain weight rapidly, particularly after one or two 
pregnancies. 

The menstrual flow has been late and irregular in establishing 
itself at adolescence. These patients give a history of dysmenor- 
rhoea, amenorrhoea, dyspareunia, sterility, with frequent mis- 
carriages and abortions. It is most unusual to find such patients 
of a prolific nature. Such patients tire easily, show hypotension 
with a slow pulse-rate, are of psychoneurotic nature and subject to 
toxaemias of pregnancy. My last three patients did not go over 
term, and I recall only one of my hospital patients as having gone 
two weeks beyond term. 

The vaginal introitus is very small, it being difficult in primi- 
parae to insert more than one finger. The floor does not give, and 
shows very little elasticity. The vaginal cavity is small and the 
cervix is easily reached. The measurements are normal, and the 
Baudelocque dimensions may be exaggerated because of the heavy 
pads of fat. The diagonal conjugate is normal and there is not 
any evidence of any type of contraction. One feature is outstand- 
ing, and that is the heavy-set pelvic bones. The pubic rami are 
heavy and masculine, and the tuberosities of the ischia are thick 
and bulging. The measurements at the outlet, in spite of the 
heavy bones, are normal. Vaginal examination is difficult and 
painful, and these patients complain bitterly at times. 

The sequence of labour in these patients seems almost dramatic. 
The dystocia dyspituitarism case commences in labour, has good 
contractions, regular and which appear to be of good intensity. 
The contractions are very painful and are often suspected to be of 
an hysterical nature. These persist in spite of the usual doses 
of sedatives and hypnotics. As a rule one does not suspect 
anything; the pains are strong, and one believes labour to be 
progressing favourably. At the first examination the amount of 
dilatation may measure a few centimetres, and one is amazed that 
after 15 to 20 hours of strong, consistent and painful labour 
contractions the dilatation is still the same. The pains seem normal 
and very strong. The diagnosis of a vertex presentation is 
usually made, and the occipito-posterior position is not suspected. 
If one suspects this, one may hear the foetal heart well in front 
or in the loin, and may be fortunate enough, through a tight cervix 
and early caput, to feel the small fontanelle at the sacro-iliac 
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articulation. Because of the heavy apron of fat the child’s back 
is difficult to make out. If one stops labour by a large dose of 
morphia or pantopon the same scene will be re-enacted. The 
position in my last three cases was left occipito-posterior, and I do 
not recall anterior positions in this type cf case. This confirms 
Cornell’s experience. 

Spontaneous delivery may occur, but is rare. The mother soon 
becomes exhausted, and these dystocia dyspituitarisms provide a 
high incidence of stillbirths and livid blue babies that may die 
shortly after birth, from atelectasis or cerebral haemorrhage, as the 
result of prolonged pounding or interference with the forceps. 
Puerperal morbidity in the mother is very common—pelvic throm- 
bosis, phlegmasias, and. protracted invalidism, as the result of 
repeated attempts at delivery from below. 

Oblique arrests and impaction are common. The cervix 
remains rigid, and under the continuous assault of strong labour 
pains one sees no progress. After as long as 30 hours of strong 
labour one finds a head, well engaged, posterior position as a rule, 
with a cervix that will admit, at the most, two or three fingers. 
Oxytocics are of no value, and the interception of labour, with rest, 
does not help the progress of the next attempt. The mother’s 
morale is soon undermined. The whole picture becomes painful 
to everyone concerned. The attempts at delivery from below may 
consist of manual dilatation of the cervix, vaginal hysterotomy, 
Diihrssen’s incisions, mid-torceps after manually rotating the head 
to a transverse position, or version. These must be accompanied by 
deep medio-lateral episiotomies, as, since because of the rigidity of 
the floor, its manual ironing or that during extraction is not satis- 
factory. One has but to observe these heroic measures to realize 
the damage that is being inflicted. Induction of labour should not 
be practised. The patient should be sent into hospital and given 
a test of labour. If after from 10 to 15 hours, at the most, of 
labour, progress is not being made, then delivery by Caesarean 
section should be resorted to. The membranes rupture early, 
and one should not procrastinate too long before resorting to 
coeliotomy. A well-timed Caesarean section is certainly to be 
preferred to repeated attempts at delivery from below, with a strong 
likelihood of losing the child and irrevocably damaging the mother. 
If delivery from below is possible, one has to deal with a rigid 
floor, and if central episiotomy is not performed a complete 
rupture of the perineum may result. Bilateral episitomy is 
necessary in these cases. 

Three cases are presented as types of dystocia dyspituitarism, 
presenting typical characteristics of this group. The long pro- 
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tracted labour and the difficulties encountered when delivery is 
carried out from below are shown. 


CasE 1. Mrs. B, para 2, aged 28. The patient was first seen on May 
14th, 1930. She had been married five years. Last menstruated first week 
in February, 1930. History of dysmenorrhoea. First delivery in 1927 
when she was a difficult ‘‘high forceps’? case, and the patient states that 
she was in labour three days when her physician, after calling in another 
doctor, delivered her with the forceps. She states that she was badly torn 
and that the baby had to be resuscitated. The patient is short and plump. 
Height in stockings is just five feet; weight 180 pounds, chiefly con- 
fined to abdomen and pelvic girdle. She is a typical dystocia dyspituit- 
ary case. Her head is small and her neck is very short. She has genu 
valgum. Her legs from knee to ankle are short, as are also her arms from 
elbow to wrist. Her feet and hands are small. Her pelvis is broad, the 
bones being very heavy and masculine in consistence. Her measurements 
are normal 29, 30%, and 35 cm.. Baudelocque was 23.5 cm., and the 
diagonal conjugate, 11.5 cm. 

Her antenatal history was quite uneventful, with perhaps a slight 
rise in her blood-pressure, from 129/90 to 132/86. There was never any 
albuminuria. The patient commenced in labour at 8 a.m. on November 
14th. The pains came at first every 15 minutes, and then every 10 minutes, 
but quite regularly and with good force. Examined at 11 a.m. the pains 
were very strong and frequent, with one finger dilatation, and the foetal 
heart could be easily heard in the left loin; and through the fat abdomen 
one could feel the small parts of the foetus in front, and what appeared 
to be the back of the child deep in the left loin. Engagement was good. 
The pains continued forcefully all day, and at 8 pm, there was two fingers 
dilatation and the pains caused much suffering. One quarter grain 
morphine sulphate was administered in two doses. This gave the patient 
some comfort, and the pains became very light after stopping for about 
an hour. An uncomfortable night was passed. The next morning, at 
19 a.m., there was just about three fingers of dilatation, and the bag of 
waters ruptured a short time previously. The patient continued in strong 
labour all day. Hot enamata were administered and a few doses of quinine 
sulphate. That night at 10 o’clock there was no further progress, and 
the left occipito-posterior position was definitely diagnosed. The foetal 
heart was 120 and regular. The mother appeared exhausted. Sodium 
luminal, grains two, was administered, and the night was disturbed with 
frequent regular pains. The next morning, November 16th, at 7-30, there 
was just a little over three fingers dilatation. A Scultetus binder was 
applied. At noon there was no further progress. The anterior fontanelle 
was felt towards the right ileo-pectineal eminence. It was now 52 hours 
after labour set in. The patient was anaesthetized, put in the lithotomy 
position, and prepared for delivery. The cervix was manually dilated 
by Harris’s method, and the head manually rotated to a transverse position. 
The forceps was applied, and medio-lateral episiotomies performed. The 
baby was delivered; it weighed 714 pounds and was quite blue. There 
was meconium following delivery. The child was resuscitated and given 
Io ec. of mother’s blood intramuscularly, to avoid further intra- 
cerebral bleeding, if any should be present. The mother’s temperature 
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was about 100°F. for a few days. There appeared to be some infection 
in the left broad ligament, which subsided under ice. The cervix, when 
inspected after delivery, showed a small tear on the left side. This was 
left alone. The mother left the hospital on the seventeenth day. Two 
months after delivery there was still some tenderness on the left side of 
the lower abdomen, and a mild grade of cervicitis. The baby did fairly 
well. The broad ligament cellulitis subsided ultimately, and the uterus 
after four months could be moved freely without causing pain. This 
case of very difficult accouchement, was a typical example of dystocia 
dyspituitarism, presenting as left occipito-posterior. This second 
delivery was much like her first, and the patient herself remarked that 
she expected such a course. 


CasE 2. Mrs. F., aged 29, married four years. Last menstruated March 
5th, 1930. Has always had menstrual troubles. The patient is a typical 
dystocia dyspituitary case. She is short, measuring five feet one inch in 
her stockings, and is very plump. Her weight is distributed chiefly 
around her pelvic girdle. She has genu valgum and pes planus. Her 
measurements are normal: 26, 29, 31 cm. Baudelocque is 23 cm., and her 
diagonal conjugate is 11 cm. Her pelvic bones are heavy, her introitus 
very tight and there is no give to the floor or pelvic tissues. 

I saw this patient in June, 1930, and followed her to term. She showed 
slight albuminuria and rise in blood-pressure, during the last trimester, 
which subsided under rest in bed and dieting. She went into labour on 
December 1oth, 1930, at 11 a.m., and ran the characteristic course described 
in case 1. A left occipito-posterior position was diagnosed shortly after 
labour set in. On December 12th at noon she had two fingers dilatation, 
after being in strong labour for two days. The family refused interference. 
A Scultetus binder was applied, but this did not do any good. That night 
manual dilatation was attempted but the cervix was very rigid. She 
stayed in strong labour al! night. At 7 a.m. on December 13th, 68 hours 
after labour set in, there were just a little over three fingers dilatation, 
with a transverse arrest. Manual dilatation was completed and she was 
delivered with the forceps, with medio-lateral episiotomies. Meconium 
was free, but the baby was resuscitated. The mother ran a stormy course 
for the next 21 days due to parametritis on the right side, which ulti- 
mately subsided. 


Here, then, was a typical case of dystocia dyspituitarism which 
ran a characteristic course. The outstanding features were the 
unyielding uterus that does not respond to labour pains although 
they are very forceful in character, and the unyielding floor. There 
is really an arrhythmia of labour. The delay is not really due 
to the posterior position, but to the heavy pelvic bones, the unyield- 
ing soft tissues (especially of the lower uterine segment), and the 
lack of response of the whole genital canal to the efforts of labour. 
The cervix is rigid and appears fibrous in nature, not responding 
to Scultetus binders, and rendering manual dilatation a very 
difficult procedure. 
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The dyspituitarism resulted in an abnormal genital tract, 
rendering normal labour impossible. 


CasE 3. Mrs. M., aged 24, measurements normal, married three years. 
Two miscarriages: one at three months and the other at four months. 
Antenatal history was stormy, with albuminuria, a severe attack of pyelitis 
and hypertension. The patient went to term. On October 12th, 1931, 
she went into strong labour, the membranes rupturing 14 hours after 
labour set in. The pains were strong and regular. A Scultetus binder 
was applied early and frequent hot enemata given. followed by quinine 
sulphate and sodium luminal. The next day at noon, after 24 hours of 
strong labour, there was two fingers dilatation. Labour continued all 
the following day and night. A left occipito-posterior position was 
diagnosed in this case. The foetal heart remained strong, and the mother’s 
condition was favourable. The next morning, at 8 a.m., there was three 
fingers dilatation, and labour was strong with the pains causing much 
suffering. The same evening there was a little over three fingers dilatation. 
That same night at 9 p.m., 61 hours after labour set in, conditions were 
at a standstill, with the pains frequent and strong every 1o minutes. 
Dilatation was completed with difficulty, the head was manually rotated 
to a transverse, and a mid-forceps delivery carried out. The child was 
blue, but responded well. Ten c.c. of mother’s blood were administered 
intramuscularly. The mother’s course after delivery was fair; the tempera- 
ture for four days was about go° and 100°F. There was not any. evidence 
of severe infection although tenderness in both lower quadrants persisted 
throughout the 16 days in bed. After a month there was not any evidence 
of parametritis, although a mild grade of cervicitis has persisted to date. 


(December, 1931). There is some secondary anaemia. The baby is doing 
well, 


It must be observed that these patients can withstand more 
suffering than the average normal case. They are short, plump 
and stocky, and appear to have an abundant capacity for suffer- 
ing, and a fairly good resistance to infection. 
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A Case of Ovarian Carcinoma. 
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In the following article we beg to draw attention to a case of 
ovarian carcinoma in a girl of 18, not because it is rare or that a 
special form of treatment was adopted, but only to show how, in 
spite of modern knowledge and teachings, a correct diagnosis 
could not be made. 

The following is the brief summary of the case :— 


Mrs. B., 18 years old, a nullipara, was admitted into the 
Carmichael Medical College Hospital on January Ist, 1930. 

One year ago the patient attended the Calcutta Medical 
College Hospital complaining of pain on the left side of the 
lower abdomen. An abdominal operation was advised, but this 
was refused. 

The pain in the abdomen increased and fever ensued, which 
gradually subsided. A gradual enlargement of the abdomen was 
noticed and this progressed very rapidly during the last six or 
seven weeks before admission. Menstruation was regular. 

On admission the patient was extremely anaemic and emaciated. 
The abdomen was uniformly enlarged, the navel depression 
obliterated, and the liver and spleen could not be palpated On per- 
cussion of the abdomen there was universal dulness except over 
the epigastrium. The dullness was shifting. There was massive 
oedema of the lower extremities. 

Blood :—Haemoglobin 45 per cent; red blood-corpuscles 
1,950,000 ; white blood-corpuscles 15,625. 

Polynuclear leucocytes 84 per cent; small mononuclear leuco- 
cytes 10 per cent; large mononuclear leucocytes six per cent; 
eosinophiles (per cent), not any. 

Wassermann reaction negative. 

Urine :—Reaction alkaline; specific gravity 1,012; micro- 
scopical examination ; a few epithelial cells. 
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Sputum :—Negative for acid-fast organisms. 

Bimanual examination :—The uterus was small, retroverted, 
and somewhat prolapsed. There was a mass on the left side of 
the pelvis. 

As the patient was in great distress, an immediate para- 
centesis was decided upon, and five pints of fluid were evacuated, 
the last part blood-stained. Microscopical examination showed 
masses of conglomerated epithelium and many small round 
epithelial cells. Bacteriologically, the fluid was sterile. Pal- 
pation of the abdomen after the fluid had been evacuated revealed 
‘the following :-— 

A large mass occupying the whole of the right side of the 
abdominal cavity. Another mass was also felt occupying the 
left half of the hypogastric and left lumbar regions. The 
masses appeared to be separate. Subsequent paracentesis in the 
interval between the masses allowed the liver to be palpated deep 
under the costal arch. The spleen was not palpable. 

The pain increased and large doses of opiates and other 
sedatives gave but very little relief. The fluid repeatedly 
accumulated very rapidly, so that paracentesis was performed five 
times in the course of 19 days. Later the patient developed para- 
lysis of both legs. 

Death occurred on January r1gth, 1930. 


Post-mortem examination. 

Two masses were found in the abdomen. The upper one was 
the omentum, studded with a large number of large and small 
nodules. The lower one was a tumour of the left ovary, of soft 
consistence, easily friable, and in the interior were masses of 
necrosis. There was not any cystic or haemorrhagic collection 
anywhere inside the tumour. The nodules varied in size from 
that of a pin’s head to a cricket ball. 

The peritoneal coat of the stomach and the peritoneal covering 
of the small intestines were studded with a number of small 
nodules. The mesenteric glands were enlarged, but microscopic 
examination did not reveal any cancerous infiltration. 

The peritoneal folds of the liver and the porta-hepatis were 
studded with a few nodules. There were not any metastases 
in the liver which was the seat of amyloid degeneration. On the 
posterior abdominal wall there were metastatic growths. The uterus 
was small, and infantile in type. The right appendages were 
normal. The lungs and the heart were normal. 

‘Microscopic examination, The tumour consisted entirely of 
carcinoma, 
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Two facts rendered the diagnosis difficult. (1) The age of the 
patient was 18 and (2) there was a distinct history of tuberculosis 
in the family. The case was therefore diagnosed as one of 
tubercular peritonitis or tubercular affection of the adnexae, and 
it was treated accordingly. Ovarian carcinoma is not uncommon 
in young girls, and although it is accepted that ovarian carcinoma 
occurs generally after the fortieth year (primary after the fiftieth 
and metastatic after the 47.3rd year'), there are quite a number of 
cases in which this condition has been observed in young girls. 
Bennecke? collected, from the world literature, 28 cases of ovarian 
carcinoma, and, from his study, concluded that 9.2 per cent of 
all ovarian tumours in children are carcinomatous. Kluge,* in his 
review, confirms the same incidence; while Klauhammer* gives a 
similar figure (8.2 per cent). In the more recent literature, E. W. 
Parry’ reports a case of ovarian carcinoma in a child of only seven 
years. Carl Sternberg* reports having conducted a post-mortem 
examination in a case of ovarian carcinoma arising from a glandu- 
lar cyst in a girl nine years old. In his study he refers to another 
case of ovarian carcinoma in a girl of 14, reported by Marchand 
(Krukenberg’s tumour). Robert Meyer’ published a case of 
epithelioid ovarian carcinoma in a girl of 10. Sarnoff,* New York, 
removed a tumour of the left ovary weighing 6,800 grammes in a 
girl of 15 which proved, on microscopical examination, to be a 
primary carcinoma of the ovary. Verne C. Hunt and Harold 
Simon,’ of the Mayo Clinic report a cancer tumour weighing 1,000 
grammes, with multiple cysts, in an infant only 17 months old. 
Rosenberg"® reports a case of ovarian carcinoma in a girl of 12 
years, who, after operation, made a rapid and uneventful recovery. 

This case offers some peculiarities and difficulties with respect 
to the origin of the tumour. The growth was in the left ovary, 
and, with the exception of the uterus, right Fallopian tube, and 
the right ovary, the abdominal contents were studded with 
nodules. Two points arise: (1) Was the primary growth in the 
left ovary ? (2) Was the left ovary secondarily affected, and, if so, 
where was the primary growth, and why was the right ovary 
spared ? 

The fact that one ovary only was affected suggests that the 
primary growth was in the left ovary, for in metastatic growths 
both the ovaries are often affected, 77.7 per cent according to 
Frank! and go per cent according to A. Mayer; whereas only in 
16 per cent according to Glockner,.36.6 per cent according to 
Frankl or 47.6 per cent according to A. Mayer" are primary 
growths bilateral. How the tumours of the two ovaries can be 
primary at the same time we are not going here to discuss. The 
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nature and distribution of the metastases did not give us any clue, 
they were so widely distributed. Owing to different methods of 
spreading—the implantation, the lymphatic, and hamotogenous— 
it is possible to explain how the metastases affected the different 
organs. 

Another fact pointing to the ovary as being the primary seat 
is that the patient was sterile. Contrary to Henrich,'’? Martin 
and Pfannenstiel, Frankl’? and A. Mayer believe that women 
affected with ovarian carcinoma are generally sterile (out of 153 
primary carcinoma cases found 43, i.e., 28 per cent were sterile 
in contrast to only three per cent among the metastatic growths). 
In other words those ovaries are particularly predisposed to can- 
cerous affection which are, from the beginning, ‘‘not in order,’’ and 
in which ‘‘something ’’fails. This something is believed to be 
the precancerous condition of the ovary. In a patient of 18 years 
of age, however, sterility cannot be advanced as an important 
factor in the origin of the tumour. 

Another fact which most authors, reporting cases of primary 
ovarian carcinoma in young subjects, have laid particular stress 
upon, is precocity and increased and premature function of the 
ovaries. In fact, if there is any tangible relation between growth 
and function, and if the tumour assumes the functions of the 
organs from which it springs, then carcinoma of the ovary should 
furnish a most illuminating example of this morpho-biological 
concept. That it is very often so is testified by the reports of the 
different authors (Sarnoff, Hunt, Kluge, and others.) This 
can easily be understood when we consider the histopatho- 
logical nature of these two groups of tumours; whereas the 
growth in the primary cancer, being a derivative of the 
granulosa elements of the ovary, ought to be endowed with 
the same hormone-producing capacity and necessarily, therefore, 
increased functional activity, the growth in the secondary cancer 
should either leave the functions of the ovaries uninfluenced or 
even suppress them in course of time, owing to physical destruction 
of the genetic elements of the ovary by the rapidly growing cancer 
tissue. Frankl says that ammenorrhoea is much more common in 
metastatic ovarian carcinoma than in the primary growth. Robin- 
son,'* in his studies of this problem, laid particular stress upon 
this point as a great aid in the differential diagnosis and suggests 
a biological test of the blood for an increase or decrease of the 
ovarian hormone. In our case under discussion there was neither 
any history of precocity, nor was there at any time any evidence of 
increased ovarian activity—rather the patient had hypomenorrhoea 
and dysmenorrhoea—hboth evidence of under function.of the ovaries. 


H 
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Neither can it be at once accepted that the growth in the ovary 
was a metastatic one. In the post-mortem examination there was 
no focus either in the stomach, intestine or the gall-bladder which 
could be taken as being the primary seat of cancer growth. Then - 
again, metastatic growths in the ovary, although they occur in 
comparatively young women (average age 47.3 years) our patient 
was too young for this. The early metastasis in the ovaries has 
been attributed to the following reasons: the ovaries in a young 
woman are very richly supplied with blood, especially during the 
menstrual congestion, and this might favour growth. Moreover, 
there are the physiological wounds on the surface of the ovary 
caused by the recent rupture of the Graafian follicles, and particles 
of cancer tissue detached from the primary growth, be it in the 
stomach, intestine or the gall-bladder can gravitate into the pelvis 
and there find a most suitable nidus on which to grow (Shauta."*) 
Frankl believes that in this metastatic group of ovarian carcinoma 
the lymphatic system plays a very important réle: owing to its 
peculiar arrangement in the ovary it offers a free expansibility in 
the ovary itself, producing a huge tumour sometimes overshadow- 
ing the primary growth altogether, giving the false impression 
that the growth in the ovary is primary. 

The possibility of such an occurrence of metastatic carcinoma 
in our case, however, cannot be denied. The peritoneal coat of the 
stomach had many nodules, and one would be justified in diag- 
nosing this case as one of metastatic ovarian carcinoma, with the 
primary growth in the stomach. Graves™ says ‘“‘If the ovarian 
cancer is associated with a similar type in some distant organ the 
ovary is usually secondary, but if associated with cancer of the 
adjacent organs—uterus, or the tubes—it is probably of primary 
origin. Bland-Sutton insists that all cases of ovarian carcinoma 
are metastatic, the primary growth being either in the stomach, 
intestine, or gall-bladder, or the mamma. But Schlagenhaufer, 
Amman, Frankl, and Handley" believe that such growths are 
mostly metastatic, though exceptions may occur. In the face of 
all these facts one is obliged to consider this case as one of metas- 
tatic ovarian carcinoma, not because due to rarity of primary 
malignant affections the ovaries are prone to metastases, but 
because of the fact that of metastatic genital tumours, the ovarian 
carcinoma is most frequent’*. The absence of affection of the right 
ovary can be explained by the fact that at least 10 per cent of the 
metastatic ovarian carcinomata are ufilateral, and our case may, 
therefore, be included among these. 

This case presents another important fact. A short time 
before death the patient developed paralysis of both legs. There 
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is a parallel case in which Brodmann found a metastasis in the 
medulla oblongata. In our case there was most probably a 
metastasis in the spinal cord. 


Diagnosing an ovarian carcinoma with ascites and oedema of 
the legs as a case of tubercular peritonitis is not rare, but one must 
not forget that whereas in the former the nodules are larger and of 
different sizes, in the latter they are smaller and generally all of 
equal size. A careful vaginal or rectal examination will often 
reveal this fact. 


The mistaken diagnosis teaches two lessons: Firstly, bearing 
in mind that 20 per cent of all ovarian tumours are malignant and 
the only way of dealing with such growths is by surgical inter- 
vention, practically all die. Secondly, the average mortality after 
‘operation in ovarian carcinoma is 14.7 per cent only, and timely 
operation may perhaps save the patient. 


We have te thank Professor B. C. Roy and Professor K. Das 
for kindly permitting us to publish the case. 
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Acquired Atresia of the Genital Tract. With note 
of Cases. 
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Kong. 


ACQUIRED atresia is a common condition in South China. It is 
nearly always attributable to trauma during labour, but occasion- 
ally cases are seen in which the scar tissue appears to have 
resulted from the application of some caustic native medicine. 
The injury is most frequently inflicted by the village handy 
woman, who, when in difficulty, employs a sharp hook in order 
to extract the foetus. The hook, which is part of a primitive 
scales, may be seen in almost every Chinese household; an idea 
of its shape and size may be obtained from the drawing. Needless 
to say, such an instrument cannot be used without inflicting 
severe injuries. As one would expect, most of the patients are 
seen in the gynaecological wards, but a certain number of the 
women become pregnant again, and are admitted to the labour 
wards. 


ory”) » 
4 - ev . 
Ee : 
MS es. + / : 
ts = of FL. am 
"te. ie 


The Sharp Hook. 


The hand is shown in order to indicate the average size of the 
“‘instrument.”’ 
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Part I. 
ATRESIA AS A GYNAECOLOGICAL CONDITION. 


The following cases illustrate the types of atresia which are 
met with on the gynaecological side :— 


CasE 1. F., age 31, married 11 years, two children (stillborn), last 
pregnancy three years ago. The patient complained of dyspareunia and 
leucorrhoea. The vagina was about one inch in length and was almost 
completely closed by a stricture, in which there was a small opening 
apparently continuous with the cervical canal. The stricture appeared to 
have resulted from the last delivery, but a clear history was not obtained. 
The patient refused treatment. 


CasE 2. L. N., age 38, one pregnancy io years ago. The child was 
delivered dead by means of the metal hook. The patient, who was a widow, 
complained only of dysmenorrhoea. An old stricture (admitting a match) 
was situated at the junction of the lower and middle thirds of the vagina. 
The uterus was retroverted. Hysterectomy was advised, but the patient 
refused the operation. The stricture was dilated as much as possible by 
means of Hegar’s dilators, followed by sea tangle tents, 

Cask 3. T.K., age, 31, one child (born dead) five years ago. The patient 
stated that ‘‘the parts’? were torn during labour, and complained of sterility 
and dyspareunia. The vagina was partly occluded by a stricture of moderate 
density, which was situated in the lower third. The stricture was incised 
and the opening dilated. When seen six weeks later the patient’s con- 
dition appeared to be satisfactory. 

Cask 4. C. K., age 26, one child, no miscarriages, last pregnancy was 
two months before admission. The patient was a dwarf and complained 
of incontinence of urine since delivery. The mucous membrane of the 
bladder, near the trigone, could be seen protruding into the vagina in 
the form of a cherry-like mass. The vagina itself was completely occluded 
in its upper third by a stricture, but as the patient had been so recently 
pregnant there were no symptoms due to the retention of menstrual blood. 
There was a complete tear of the perineum. In addition to repairing the 
fistula it was necessary either to re-establish communication between the 
vagina and the uterus or to perform hysterectomy. After considering the 
case carefully it was decided to repair the fistula and to remove the uterus. 
Owing to the small size of the pelvis it would have been difficult to open 
the stricture in a satisfactory manner. 


CASE 5. L.N.S., Age 23, married two years, one child, one abortion. Last 
pregnancy four months ago, difficult delivery. Complained of incontinence 
of urine for three months. A fibrous stricture of the vagina, barely admit- 
ting the tip of the finger, was found. The bladder mucous membrane could 
be seen presenting at the vulva. Subtotal hysterectomy was performed. 
An attempt was then made to close the vagina at the vulva, thus converting 
the vagina into an auxiliary bladder. The result was not satisfactory. 
Both ureters were implanted into the rectum. Closure of the vesico-vaginal 
fistula by any of the ordinary methods was out of the question. The 
patient had a good four-hour control. 
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Part II. 
ATRESIA AS A CAUSE OF DIFFICULT LABOUR. 
The following cases were seen in the maternity department :— 


Cask 6. L. H. S., second pregnancy, admitted in labour. Delay 
occurred in the second stage owing to the presence of a moderately dense 
stricture situated at the vaginal outlet. The child was delivered by the 
forceps, and although the stricture was incised a complete tear of the 
perineum occurred. 


Cas—E 7. T. C. T., age, 32, second pregnancy. The patient was stated 
to have been in labour for five days. The foetus was dead, and apparently 
macerated. The cervix was dilated to the size of two fingers; the greater 
part of the vaginal cervix was replaced by firm scar tissue, especially on 
the right side. Sea tangle tents were inserted for some hours, but their 
effect on the cervix was negligible. The cervix was incised anteriorly and 
posteriorly, but the amount of space provided by this operation was less 
than might be expected, because deep incisions could not be made outwards 
into the vaginal fornices. Craniotomy and cleidotomy were performed 
and the foetus extracted. The subsequent repair of the incisions in the 
scar tissue of the vaginal vault was exceedingly difficult. The patient 
was morbid during the puerperium, and developed a pelvic cellulitis and 
double white leg, from all of which she completely recovered. 

Cask. 8. W. S. T., age 32, second pregnancy. Duration of pregnancy 
about eight months. First labour was six years ago. The patient was 
attended by a handy woman in the country, who extracted the child with 
a sharp hook. On examination the vagina was occluded in its middle 
third by a dense stricture which just admitted the uterine sound; the 
external pelvic measurements were somewhat low. The patient came into 
labour unexpectedly at approximately the eighth month. It was obvious 
that any attempt to deliver the child through the stricture would be unwise, 
because the stricture was dense, the opetiing small, and the pelvis apparently 
contracted. The patient was delivered by Caesarean section, and the 
stricture dilated in order to permit the escape of the lochia. The baby, 
which was premature, lived only a few hours. During the puerperium the 
patient developed parotitis and was morbid for some days. 

Case 9g. C. C., age 36, second pregnancy. Her first labour (13 years 
ago) ended in a difficult delivery, the foetus being dead. On examination 
there was a dense stricture, admitting a pencil, situated at the junction of 
the lower and middle thirds of the vagina. External pelvic measurements 
were low. The patient was admitted to hospital on a selected date and a 
classical Caesarean section was performed. A live baby was delivered. 
Some five years afterwards the patient again became pregnant, and during 
my absence on leave Dr. Pillai, my assistant, performed Caesarean section 
and extracted a living baby. 


CasE 10. W. T., age 36, second pregnancy. The first pregnancy was 
three years previously and eclampsia supervened. The patient was 
delivered by the forceps, at home. The cervix was found to be rigid, 
and the canal almost completely occluded by dense scar tissue. The 
patient was placed under observation for some hours, the head descending 
into the pelvis. However, when a vaginal examination was made it was 
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found that there was no dilatation of the external os; the upper part of the 
cervix was taken up over the advancing head, as in normal labour in 
a primipara. Dr. Pillai, my assistant, performed a classical Caesarean 
section and extracted the baby alive (weight, 7 pounds, 6 ounces). Before 
the uterine wound was closed the cervix was dilated with Hegar’s dilators, 
fiom above, in order to permit the lochia to escape. The puerperium 
was uneventful, 

CasE 11. T. W., age 37, seventh pregnancy. The first, fourth, fifth 
and sixth pregnancies ended in miscarriage. The second pregnancy went 
to term; the baby was born alive but lived only a few years. The third 
pregnancy ended in a difficult labour, the child being extracted with the 
sharp hook. 

The patient was admitted from one of the outlying islands, with a 
history of having been in labour for two days, and the membranes being 
ruptured for 10 hours. There was a large vesico-vaginal fistula, and 
the lumen of the vagina was reduced by scar tissue to such an 
extent that it was impossible to pass the hand upwards. The foetal heart 
was not heard; the presentation was one of neglected shoulder. In such 
a case the obvious treatment was decapitation, but this was impossible 
because the stricture would not permit of access to the neck, even by a 
member of the Staff who had smaller hands than I have. Lower segment 
Caesarean section was performed and a macerated baby extracted. The 
abdomen was drained. I was very anxious about this patient because she 
was the most unsuitable type of case in which to have to perform Caesarean 
section, owing to the labour being so prolonged, with repeated examina- 
tions, and the baby being macerated. In spite of these contra-indications 
she made an uneventful recovery. 


CONCLUSIONS. 

1. In gynaecological cases the most frequent symptoms are 
dyspareunia and sterility. If pregnancy occurs, it is usually only 
after a sterile period of some years. When a fistula exists its 
symptoms, of course, predominate. 

2. A sufficient degree of dilatation can sometimes be obtained 
by means of Hegar’s dilators, followed by the insertion of sea 
tangle tents (see gynaecological cases 2 and 3). 

3. In maternity cases delivery by the vaginal route is often 
unwise, and sometimes frankly impossible. When the stricture 
is situated near the vaginal outlet (as in Case 6) it may not 
constitute a very formidable obstruction. 

4. After performing Caesarean section the stricture should be 
dilated with Hegar’s dilators in order to facilitate the subsequent 
escape of the lochia. 


5. In South China atresia is one of the commonest indica- 
tions for Caesarean section. 
¢ 


(All cases mentioned are Chinese.) 





A Case of Hemimelus. 
By S. SILverMAN, B.Sc., M.B., Ch.B. (Leeds). 


THE presence in the living child of congenital malformations 
involving the limbs proximal to the digits is sufficiently rare to 
warrant record and description. 

Although a number of these cases exist and engage attention 
owing to the curiosity they invoke among the masses, complete 
records of such malformations in the medical literature of the last 
half-century appear to be few and scattered. 

Ballantyne’ records two cases; one very similar to the case to be 
described, but affecting the right arm,” and the second, an armless 
male with stunted lower limbs.’ Dettling and Pinchon* record a 
case affecting the right arm, in which the stump distal to the elbow 
did not contain a radius, only a rudimentary ulna consisting of the 
olceranon process behind joined to a coronoid process in front. 
At the extremity of this stump is a soft prominence surmounted by 
four rudimentary digits provided with miniature nails. 

Bailey*quotes a case in which the left arm terminated at the 
elbow, while the left leg ended in a stump composed of tibia and 
fibula, at the extremity of which was a mass of tissue resembling 
the heel, with a spur in front like the big toe. 

The case I now report is that of a male infant. The mother, 
aged 25, has a boy of seven years of age in whom there are not any 
deformities. She had a 10-weeks miscarriage, for which she was 
curetted in February, 1930. Her Wassermann reaction is negative. 
The father, aged 27, suffers from a duodenal ulcer. Neither parent 
has any deformity, nor is there any family history of such. The 
third pregnancy was uneventful except that the mother complained 
of a bearing down pain in the hypogastrium from the third month 
onwards. It is interesting to note that the parents persist in con- 
necting the deformity with this pain and attributing it to pressure, 
which would seem impossible, as by the eighth week the skeletal 
tissues of the upper limb are differentiated (Keith®). A history of 
shock or fall could not be obtained. The confinement was due on 
January 23rd, 1932, but labour commenced on January 7th and 
lasted five and a half hours. A little difficulty was experienced in 
‘initiating the infant’s respiration, The placenta and membranes 
separated in 30 minutes and were apparently normal, The child 
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weighed 8} pounds. He is being breast fed, and at three months 
weighs 13; pounds. 

The right arm is normal, but the left, which is normal up to 
the distal end of the radius, is here marked on the ventral surface 
by a groove, distal to which for half an inch is a mass of tissue, 
seemingly a rudimentary hand with an oval surface portraying five 
tiny projections, the outer apparently representing the thumb, being 
separated one-eighth of an inch from its neighbour, the remainder 
representing the digits being in close apposition. Nails are not 
discernable. In front of the middle digital equivalent is a small 
projecting fold of skin. The groove mentioned extends onto the 
lateral surfaces of the stump where it approaches its distal end and 
terminates before reaching the dorsal surface. A limited degree 
of flexion and extension of the fleshy mass referred to is observed 
to take place, as also irregular movements independently of the 
minute projections. In flexion the surface of this mass is flat and 
oval. Extension is accompanied by increase in length and diminu- 
tion in girth of the fleshy mass. 

On measuring from the tip of the olecranon to the lower edge of 
the styloid process of the radius a figure of 10 centimetres on the 
right is obtained as against nine centimetres on the deformed side. 
Extension, flexion, pronation and supination on the affected side are 
apparently normal. There is no indication of scar tissue. A photo- 
graph of the child and X-ray print of the deformed limb are 
appended. 

The explanation of the aetology of such monstrosities has gradu- 
ally changed. In mediaeval times a supernatural cause was held 
responsible. Later, the hypothesis of maternal impressions became 
prevalent. In more recent years some authorities have held that 
traumatism, intra-abdominal, intra-uterine or funic pressure were 
the causal factors; others that amniotic or foetal disease was the 
determining cause. 

The most reasonable explanation in view of recent research 
and observations is either: — 

1. The assumption of a hereditary factor as the causal agent, 
as exemplified in the case of polydactylism. In this variety the 
maldevelopment is determined during the germinal or pre- 
gestational period, the spermatozoon, or the ovum, containing the 
particular teratogenic factor ; or, 

2. Changes in the amniotic membrane in early embryonic life : 

(a) Faulty development resulting in defective secretion of liquor 
amnii, the membrane remaining in contact with the embryo and 
exercising pressure on it, the site of the deformity being determined 
by the position where separation does not take place, 
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FIG. 3: FIG. 4. 


< 


Deformed limb with normal right arm for comparison. 


(Note absence of carpal ossification centres in deformed limb.) 
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(b) An inflammatory process in the membrane resulting in the 
formation of adhesions which compress the embryonic part. 

The experiments of Stockard’ on the effect of environmental 
changes on fish and chick embryos would tend to support this 
second view. Stockard from his experiments came to the con- 
clusion that each organ possessed a rapid and slow phase of 
development (‘‘moment of indifference and critical moment’’). 
Environmental changes acting on the embryo during a critical 
‘‘moment’’ produce changes in development. So would those of 
Mall* showing an excess of pathological embryos in ectopic speci- 
mens, indicating the cause as due to faulty implantation and 
consequent maldevelopment of the amnion. 

In the case quoted the history of a pathological endometrium 
and the absence of familial deformity would assign it to the second 
category. 

In conclusion I wish to express my indebtedness to Dr. A. V. 
Neale, Physician to the Children‘s Hospital, Birmingham, for his 
kind assistance, and to the Staff of the Hospital for preparation of 
the photograph and radiogram. 
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Adenomyoma of the Uterus with Tuberculous Infection. 
By D. M. Vaux, M.D., B.S. (Lond.). 
Late Assistant Pathologist, Elizabeth Garrett Anderson Hospital. 


SINCE adenomyoma of the uterus with tuberculous infection appears 
to be a comparatively rare condition, I think the following case is 
worthy of description :— 

The patient was aged 46 years. She had been married 20 years, 
but had never been pregnant. Until six months before admission 
her general health had been satisfactory. Menstruation, which had 
previously been normal, then became painful and profuse. There 
were pains in the right side and backache during the periods, which 
lasted for 14 days each month. The patient complained of an 
occasional slight cough, but was unable to produce any sputum for 
examination, There was no family history of tuberculosis. The 
patient was admitted to the Elizabeth Garrett Anderson Hospital on 
29th December, 1931, unde the care of Miss Rawlins, to whom I am 
indebted for permission to publish this case. On examination the 
uterus was found to be enlarged and drawn over to the left side. 
The cervix was posterior. On 31st December, 1931, supravaginal 
hysterectomy was performed, and as the Fallopian tubes and 
ovaries appeared normal to the naked eye they were not removed. 

The patient made a good recovery and left the hospital on 
January 2tst, and has since reported that she feels well and is free 
from symptoms. a: 

Examination of the specimen removed at operation showed a 
uterus 4} inches by 4 inches by 2} inches, irregularly enlarged 
posteriorly and to the left. The peritoneal surface was smooth. 
The uterine portion of the left Fallopian tube showed slight nodular 
thickening. 

On section, the posterior wall of the fundus was greatly thickened 
and scattered over with yellowish areas, varying in size from a 
pin’s head to about 0.5 cubic centimetre in diameter. Some of 
these areas were minute cavities containing thick, yellow caseous 
or granular material. There was no definitely circumscribed limit 
to the tumour, but the anterior wall of the body of the uterus did 
not appear to be involved. : 

Microscopic examination showed a diffuse adenomyoma of the 
posterior wall of the fundus. The stroma of nearly all the islets 
of glandular tissue contained tuberculous granulation tissue, with 





Fic. 1. Low POWER. 
Photomicrograph of a portion of the adenomyoma showing tuberculous 
granulation tissue. 


Fic, 2. HiGH POWER. 
Photomicrograps of glandular tissue of the adenomyoma showing 
tuberculous giant-cell systems. 
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a considerable number of giant-cell systems, ‘ihe areas corres- 
ponding to the macroscopic caseous foci consisted of acute tuber- 
culous granulation tissue with cavity formation in some places. 

The portions of the endometrium of the anterior wall which 
were sectioned did not show tuberculous infection. Microscopic 
section of the uterine portion of the left Fallopian tube failed to 
show any tuberculous infection. Unsuccessful search was made for 
tubercle bacilli in the caseous material, but a few acid and alcohol 
fast bacilli were found in the tuberculous granulation tissue in 
microscopic sections of the tumour, 

Examination of the urine for tubercle bacilli was negative. The 
Wassermann reaction on the blood was negative. X-ray examina- 
tion of the chest did not show any evidence of tuberculosis. 

Cullen does not refer to a case of tuberculous infection of an 
adenomoma in his work, ‘““Adenomyoma of the Uterus,” and I 
have been able to find only eight cases recorded in the literature. 
In his paper on “‘Adenomyoma of the Uterus with Tuberculous 
Infection,’’ R. H. Johnstone refers to six of these cases and 
describes a similar case of his own. The condition is described 
by R. Meyer in the ‘‘Handbuch der Speziellen Pathologischen 
Anatomie und Histologie.”’ 

In seven of the cases recorded the tumour was a diffuse adeno- 
myoma; in the eighth case it is described as intra-ligamentous. 

Tuberculous infection of the endometrium and Fallopian tubes 
was present in three of the cases, in one of which carcinoma of the 
uterus was also present. In the other two cases the condition was 
also associated with carcinoma of the uterus. 
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The Posterior Pituitary Gland in Pregnancy. 


By R. Curistre Brown, M.S., M.B. (Durh.), F.R.C.S. (Eng.), 
M.C.O.G. 


Honorary Assistant Gynaecological Surgeon, Metropolitan 
Hospital; Assistant Surgeon, City of London Maternity 
Hospital; Honorary Surgeon to Out-Patients, Samaritan 
Hospital for Women. 


It is intended to point out in this article that some of the ailments 
of pregnancy, namely, constipation, morning sickness and varicose 
veins, may have a common origin. From long observation I have 
come to the conclusion that these may be due to inhibition of the 
posterior pituitary gland, or neutralization of its secretion. 

Much experimental work has been done already to show that 
there is some correlation between the activity of the posterior 
pituitary gland and the activity of the ovaries. Dixon and Marshall’ 
have brought forward evidence to show that extract of ovaries 
without extract of corpus luteum excites the posterior pituitary 
gland to increased activity. On the other hand, extract of ovaries 
during pregnancy, that is during the activity of the corpus luteum, 
has no effect, and it would appear that the excitor mechanism of the 
ovaries and, in consequence, the activity of the posterior pituitary 
gland are inhibited during pregnancy, when the corpus luteum is 
functioning ; but as this organ regresses, normal secretions recur 
and the posterior pituitary gland is excited, with the consequent 
onset of labour. H. Knaus?’ states that the sensitivity of the uterus 
to pituitary extract varies greatly during pregnancy, and that the 
sensitivity remains below normal during the greater part of preg- 
nancy, to return to the normal at the end of pregnancy. He 
has also some reason for supposing that the decrease in the 
susceptibility of the uterus during pregnancy to activity of the 
posterior pituitary extract is due to the action of the corpus 
luteum. <A. S. Parkes® has shown that the maintenance of 
pregnancy, and, consequently, the growth of the uterus and also 
the inhibition of posterior pituitary secretion almost certainly result 
from the action of the corpus luteum. Thus, experimental evidence 
would appear to show that during the activity of the corpus luteum, 
that is during pregnancy, the posterior pituitary gland is either 
inhibited in its function, its secretion neutralized, or in some way 
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its function is controlled, and I think we have much clinical 
evidence in support of this. 

The active substance of the posterior pituitary gland exercises 
a direct excitatory action on all unstriped muscle in the body, and 
its normal function appears to be to maintain plain muscle tone, 
so that one would expect to find lack of plain muscle tone as a result 
of inhibition of the function of this gland. Such an example is 
seen during pregnancy in the ability of the uterus to accept the 
growing foetus. I believe, also, that the constipation seen during 
pregnancy results from this lack of tone of the intestine. That 
this constipation of pregnancy does not ‘result from increased 
intra-abdominal pressure is proved by its early onset, in many cases, 
in the very early weeks, before pressure could have any effect. 
I have known many patients look upon the onset of constipation 
as a very early symptom of pregnancy, and in most cases the 
constipation is either cured or relieved after the termination of the 
pregnancy. 

I think it is probable that under conditions of diminished 
posterior pituitary secretion, lack of vasomotor tone might be antici- 
pated. The clinical manifestation of such a condition would be a 
tendency to faint on altering the posture, from the prone to the 
vertical, and such a condition, especially in the early months of 
pregnancy, I have frequently seen, and more especially in those 
cases in which morning sickness is exaggerated. The act of 
vomiting is associated with an attempt to inspire with a closed 
glottis. This results in the creation of a negative pressure in the 
thorax, with a subsequent suction of blood from the abdomen to the 
heart, and so to the brain. In this way we might look upon the 
tendency to retch or to vomit on assuming the erect posture as a 
result of vasomotor instability, due, possibly, to posterior pituitary 
inhibition, or simply as an attempt on the part of the organism 
to counteract the effect of a sudden drainage of blood from the 
cerebral centres. 

It is possible that the early morning sickness of pregnancy is 
initiated as a postural reflex, which, in some cases, aggravated by 
the constipation so frequently present, may become, in a nervous 
subject, so severe that the original relation of the vomiting to 
altered posture may be entirely lost. In three cases of severe vomit- 
ing in the early months of pregnancy which I have seen recently, 
there has been a well-marked capillary pulsation and the blood- 
pressure has been very low, in one case as low as 90/30. There 
was no cardiac lesion in any of these three cases. 

In cases of ordinary morning sickness I have found benefit 
derived from the patient arising from her bed gradually, that is, in 
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the first place, sitting up in bed for a few minutes, and finally sitting 
on the edge of the bed before standing. Any sudden onset of 
nausea can usually be counteracted by the patient sitting down and 
putting her head between her legs. 

The varicose veins occurring during pregnancy may also result 
from diminished posterior pituitary activity. This condition, like 
constipation, is frequently seen very early in pregnancy, long before 
pressure could occur, and it has been pointed out,* as a fact of 
clinical importance, that the improvement of varicose veins during 
pregnancy may be looked upon as one sign pointing to the death 
of the foetus in utero. 

The corpus luteum of the pre-menstrual phase in the non- 
pregnant woman may, by its action on the pituitary gland, give 
rise to similar symptoms, e.g. a tendency to nausea and even 
morning sickness a week or so before the onset of the period, a 
condition which I have seen. Also, it is probable that the heaviness 
of the lower limbs complained of by the woman about to menstruate, 
may be due to engorgement of the veins, The small dilated venules, 
so frequently seen in the skin of the thighs in woman, may also 
have a similar explanation. 

The main changes of pregnancy, namely, the growth of the 
uterus, decidua and the breasts, can be accounted for by increased 
vascularity, possibly due to the selective activity of a vasodilator or 
inhibitor of vasomotor tone acting upon the vessels supplying these 
organs. Their increased growth would fall into line with the 
general growth in the size of an organ when an extra blood-supply 
is accorded to it. For example, the increased growth of a limb 
which is the seat of a large capillary venous naevus or the increased 
growth of the cock’s spur when transferred to its comb. 
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Pyaemia Following Acute Infective Periostitis of the 
Pubes in a Case of Miscarriage. 


By J. Burton CieLanp, M.D. (Sydney). 
Professor of Pathology, University of Adelaide. 


S.H., aged 33, married, was admitted to the Adelaide Hospital 
on 23rd March, 1931, under the care of Dr. R. Magarey, Honorary 
Gynaecologist, with a history of pain in the lower part of the 
abdomen and bleeding per vaginam for five years. She had had 
several attacks of shivers. Her legs became painful and difficult 
to move. The patient had had one previous miscarriage. Her last 
period was in January. These were usually quite regular. 

A general examination revealed nothing abnormal, except for 
a few basal crepitations. The abdomen was, however, a little 
distended. Pelvic examination revealed a soft patulous hyper- 
trophied cervix, with the uterus enlarged, soft, boggy and tender 
and with tenderness in both fornices, but no thickening. Abundant 
products of conception were removed on curetting on the day of 
admission, but the temperature remained fluctuating between 
102°F. and 104°F., and occasionally reached higher. On 25th 
March definite signs of pneumonia were detected at both bases. 
The following day the abdomen was more distended and both feet 
began to swell. This swelling continued to increase, and the 
patient had a rigor on the 29th, when evidence of fluid in the 
pleural cavities was detected. Breathing became more and more 
distressed and the patient died on 1st April. 


Autopsy No.52/31. 

On incising the pubes, pus escaped and a large cavity was 
opened, situated over the symphysis and pubic rami on each side. 
The periosteum was stripped and the greenish-coloured pus 
extended into the bone. The posterior wall of the interior of the 
uterus showed still a little ragged material but did not look septic. 
The external os was transverse and still a little patent, with some 
blood escaping. The vagina appeared normal; the Fallopian 
tubes were a little congested. In the lungs there was a little exudate 
over the surface of each lower lobe; an infarct, two inches in 
diameter, on the basal rim of the right lung; a breaking down 
abscess cavity, the size of an almond, towards the lower part of 
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the left upper lobe; a group of little abscesses at the apex of the 
left lung; and an infarct, the size of a cherry, with a white centre 
at the apex of the right lung. The spleen weighed 20} ounces, 
was considerably enlarged, soft and septic-looking. The various 
organs showed cloudy swelling. Cultures from the pus from the 
pubes and from the spleen yielded a pure culture of a pale creamy 
tvpe of staphylococcus aureus. The Fallopian tubes yielded a 
mixed growth including numerous colonies of the staphylococcus. 


Comment. 

The patient died nine days after admission to the hospital. On 
the day of admission products of conception were removed, and 
an infection was apparently then present. Two days later there 
were signs of pneumonia, which probably meant that pyaemia had 
developed. At the post-mortem examination little evidence was 
found in the uterus, but there was a large quantity of pus present 
in the pubic region. This collection of pus was quite unexpected. 
Clinically its presence had not been suspected. At the post-mortem 
it might have escaped observation had it not been the practice 
when performing a post-mortem to incise the pubes in all cases in 
which pregnancy has been present. It is quite possible that the 
acute infective periostitis of the pubes was not directly associated 
with the pregnancy, merely accidentally occurring in the preg- 
nancy and possibly leading to abortion. On the other hand, it is 
possible that there may have been some attempted interference 
with pregnancy and that during this procedure the pubic region 
may have suffered some trauma. In the damaged tissue 
slaphylococcus aureus may then have established itself, having 
been derived from, perhaps, some relatively insignificant skin or 
throat infection. If this latter explanation is the correct one, then 
the pathological condition, and death would be indirectly only the 
result of the pregnancy. 


I am indebted to Dr. Magarey for permission to use the clinical 
notes. 








The Treatment of Varicose Veins during Pregnancy. 
By RayMonpD GREENE, M.A., B.M., B.Ch. (Oxon.). 


Senior Clinical Assistant, Department of Obstetrics, Radcliffe 


Infirmary, Oxford. 


THE knowledge of the ecbolic action of quinine has blinded many 
medical practitioners to the great inconvenience and pain caused by 
varicose veins to many pregnant women. But the danger has been 
exaggerated. It is doubtful whether quinine is ever capable of 
initiating contractions of the pregnant uterus in situ before term. 
In the tropics very heavy doses are given by injection, with 
impunity, to pregnant women suffering from malaria, doses of 
247 grains in seven days and 478 grains in 17 days having been 
reported.’ In attempting the abortion of an unwanted child 
women frequently produce severe cinchonism without achieving 
their aim. 

It is unwise to postpone treatment until after the confinement, 
for though the larger veins often remain distended and easily 
injectable, the smaller ones contract and elude treatment, reappear- 
ing at the next pregnancy. I have now treated 25 cases of 
varicose veins in pregnancy. The patients were treated at weekly 
intervals. Each injection consisted of one cubic centimetre of 
quinine-urethane solution containing 0.133 of a gramme of quin- 
ine hydrochloride. The total quinine injected at a single 
sitting varied between 0.133 of a gramme and 0.798 of a 
gramme, the first treatment being always confined to one in- 
jection of 0.133 of a gramme. One case only of cinchonism 
occurred ; this was not associated with any uterine symptoms. In 
all patients except one the treatment was continued until all 
obvious veins had become sclerosed. One patient, a neurotic 
woman, was so worried by the prick of the needle that she 
refused further treatment. One patient was under the treatment 
at the time of the birth of her last child, when injections were 
discontinued. When this patient again became pregnant her legs 
felt so much more comfortable than in the early period of her 
last pregnancy that she came to me for the treatment to be com- 
pleted. The period of pregnancy in which the treatment was 
performed varied between the fourth week and term, the majority 
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being between the twentieth and thirtieth weeks. No miscarriage 
occurred. 

The series was begun before the popularization of sodium 
morrhuate as a sclerosing agent, but because in the hands of 
some surgeons quinine appears to give better results it was 
thought worth while to continue the use of this drug. 

This note does not make any claim to originality. It aims at 
drawing attention to a method of alleviating one of the distressing 
complications of child-bearing. 


I wish to record my indebtedness to Dr. F. G. Proudfoot and 
Dr. W. D. Sturrock for permission to treat 10 patients who were 
under their care. 


REFERENCES. 
1. Adam, ‘‘Chininum Scriptones Collectae,’’ 1925, 134. 
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A Case of Twin Labour in a Lion Marmoset. 
By W. L. Enciisu, M.B., B.Ch., B.A.O. (Dublin). 


THE first of the twins was born with the vertex presenting, and I 
then noticed that the breech of the second, having advanced as 
far as its umbilicus had become arrested in spite of the marked 
efforts of expulsion on the part of the mother, and that it was 
dead. Having seized one of the legs of the dead twin with bullet 
forceps I endeavoured to deliver the rest of its body, but failed, 
owing, as I then discovered, to impaction due to extension of its 
forelegs, similar to that which sometimes occurs with the arms in 
breech labour in the human female. 1 was hindered in the 
manipulations necessary to dislodge the extended forelegs, firstly 
because the mother was very wild and it was impossible to handle 
her properly; secondly because the live twin had fastened itself 
insecurely to one of its mother’s nipples; and thirdly because the 
father made a series of very savage attempts to prevent my 
interference. 

I therefore got hold of the tail of the mother and dragged her 
to the bars of the cage and so fixed her. The living twin remaining 
at the nipple, with the bullet forceps I brought down the anterior 
foreleg and then the posterior, and finally delivered the rest of the 
body by traction, the head being born face to pubes. Post-partum 
haemorrhage followed, during which, and after, the mother ate one 
of the placentae. Immediately I released the mother, the father, as 
is the custom with these animals, took over the charge of its living 
offspring. 

Apart from the obstetrical details the case is unique in that this 
is the first occasion on which a lion marmoset has bred so freely in 


captivity, this being the third pregnancy, the two former ended in 
miscarriage. 
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HERBERT LEITH MURRAY, 
1880—1932. 


Ir is with deep regret that we have to record the death of Professor 
Leith Murray, of Liverpool, which occurred after a short illness 
on June 11th last. 

Herbert Leith Murray was the son of an Aberdeen banker and 
was born in that city 52 years ago. He received his preliminary 
education at the Aberdeen Grammar School, Harris’ Academy, 
and the Dundee High School, and then entered Marischal College 
as a student of medicine. His academic career was a brilliant one, 
and he secured numerous medals including the Keith Gold Medal 
for operative surgery. 

He graduated M.B., Ch.B. Aberdeen, with Honours in 1go1 
and M.D. in 1905. After graduation he acted as house physician 
and house surgeon at the Aberdeen Royal Infirmary and then 
proceeded to Paris for a period of postgraduate study. On his 
return he decided, like so many of his fellow graduates, to come 
south and seek his fortune in England, and finding a vacency on 
the resident staff of the Royal Liverpool Children’s Hospital he 
successfully applied for that post, and so began his long and 
distinguished connexion with the medical life of Liverpool. 

While holding his appointment Murray devoted much of his 
spare time to pathology and worked in the Ashton Hall Labora- 
tories of the University of Liverpool, on cerebro-spinal meningitis. 

In the course of this investigation it became necessary to experi- 
ment with some meningococcic vaccine which had been prepared, 
and Murray and his co-worker, Stenhouse Williams, drew lots as 
to which of them should receive the first injection. 

On leaving the Children’s Hospital he became house surgeon 
to the Hospital for Women, Shaw Street, and later, obstetric 
assistant to the Maternity Hospital. 

Murray had now definitely embarked on his career as a gynae- 
cologist, but his immediate prospects were none too good as a 
vacancy on the honorary staff of the Hospital for Women was not 
to be expected for many years. His interest in pathology, however, 
stood him in good stead during this waiting period and in addition 
to acting as a clinical assistant at Shaw Street and assisting 
his chiefs with their private practices he did a great deal of 
pathological and bacteriological work and even acted as patholo- 
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gist and bacteriologist to the general hospital. Indeed his success 
as a Clinical pathologist was so great that at one time he 
was tempted to forsake gynaecology and devote his whole time to 
it. 

His research work at the Ashton Hall Laboratories continued 
unabated and bore fruit in a number of well-known papers on 
general and special pathology, some of which will be referred to 
later. 

Early in 1913 the unexpected death of Dr. Arthur J. Wallace 
resulted in a vacancy on the honorary staff of the Hospital for 
Women, and Murray was elected assistant surgeon. This was 
the turning point in his career and from then onwards, except for 
the interruption of the war years, his progress was rapid. 

Murrary had joined the Royal Naval Volunteer Reserve in Feb- 
ruary, 1909, and was, therefore, called up for service on the opening 
of hostilities in 1914. He acted as medical officer on hospital 
ships for the greater part of the war, but towards the end was 
stationed at the Liverpool Naval Base. He was serving on the 
hospital ship Rohilla when she was wrecked off Whitby, and 
although suffering from a severe attack of influenza displayed great 
courage during the disaster. For his services he was Mentioned 
in Despatches. 

After the war Murray continued to take a keen interest in the 
R.N.V.R. and at the time of his death held the rank of surgeon- 
captain, the highest which it is possible for any officer of that 
branch of the senior service to attain. 

From 1918 onwards Murray’s career was almost meteoric and 
within a very few years he had built up one the largest consulting 
practices in Liverpool. He became full surgeon to the Hospital 
for Women in i919, assistant surgeon and surgeon to the 
Maternity Hospital in 1921 and 1923, and gynaecological surgeon 
to the David Lewis Northern Hospital in 1922. 

In the university he was a clinical lecturer until 1931 when he 
succeeded Professor Blair Bell in the Chair of Obstetrics and 
Gynaecology. 

Murray’s services to obstetrics and gynaecology were out- 
standing, and for purposes of review fall naturally into two periods 
separated by the years of the war. 

In the earlier period his work was mainly pathological and 
included important papers on the immunology of pregnancy, the 
haematoxic nature of eclampsia, the anti-autolytic action of blood 
serum and its relation to hyaline changes in uterine fibroids, and 
the haemolytic lipoids of degenerating fibroids with special 
reference to red degeneration. ; 
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As will be gathered from their formidable titles these contri- 
butions were highly technical and could have been written only 
by a fully-trained pathologist, but they contained many original 
observations which have found a permanent place in obstetrical 
and gynaecological literature. 

During the second period Murray’s work was for the most part 
clinical, as the increasing claims of hospital and private practice 
left little time for laboratory work. 

He possessed all the qualities which go to the making of a 
successful clinician, wide knowledge, a keen intellect, plenty of 
self confidence and an abundance of shrewd common sense. He 
was quick and accurate in diagnosis and his judgment was 
thoroughly sound. 

As an operator he was brilliant yet safe, and his methods were 
simple and neat. 

His writings during this period consisted of descriptions of 
many interesting cases and specimens, a Presidential Address on 
‘‘The Ethics of our Work’’ and papers on vesicular mole, myo- 
mectomy, and ectopic pregnancy. He was a keen advocate of 
conservative surgery and this was well brought out in papers on 
myomectomy read before the Edinburgh Obstetrical Society, and 
North of England Obstetrical and Gynecological Society, based 
on a personal series of 154 consecutive operations. 

His last paper was read at the Obstetrical Section of the Royal 
Society of Medicine as recently as April 15th last and was a 
masterly clinical and pathological study of 145 cases of ectopic 
pregnancy. 

Murray was equally successful as a teacher and his recent 
appointment as Professor gave general satisfaction. Unfortunately 
he was only to occupy the Chair for less than a year, but even in 
that short time he made his influence felt and more than maintained 
the fine traditions of the Department of Obstetrics and Gynae- 
cology of the University of Liverpool. 

Intensely interested in his profession, it was inevitable that 
Murray should take a prominent part in the work of those bodies 
which seek to advance his specialty. He was a Foundation Fellow 
and member of the Council of the British College of Obstetricians 
and Gynaecologists, a Vice-President, sometime secretary of patho- 
logical meetings, of the Liverpool Medical Institution, a Fellow, 
member of the Obstetric Section, and of the Royal Society of 
Medicine, a Fellow, Past-President, of the North of England 
Obstetrical and Gynaecological Society, and a member of the 
Gynaecological Visiting Society. He was also an Examiner to 
the Central Midwives’ Board. 
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No account of Leith Murray’s life would be complete without 
some reference to those personal qualities which contributed so 
largely to his social and professional success. 


In appearance he might be described as a typical naval officer 
and he had that breeziness of manner which one associates with 
men who go down to the sea in ships. In conversation he always 
looked straight at you and when he had spoken there was never 
any doubt about his meaning. 

He looked much younger than his years, and this was no 
doubt due to the fact that he kept his body in hard physical train- 
ing for he worked hard and played hard. After a full day’s work, 
when most men would be content to rest, Murray was still looking 
for some outlet for his superfluous energy and he generally found 
it in some social function which might last into the early hours 
of the following morning. 

He was an accomplished musician and may have inherited this 
gift from his mother who was a Miss Jeanie Greig and came from 
the same stock as the Norwegian composer. 

To members of the North of England Obstetrical and Gynae- 
cological Society and the Gynaecological Visiting Society Murray 
will be best remembered for his cheery personality and his readiness 
to take a full share in the various social functions which form such 
a large pait of its activities. 

He was beloved by his colleagues, particularly by his juniors 
whom he invariably treated with the greatest kindness and con- 
sideration, and he had a host of friends not only among members 
of his own profession but in many different walks of life. 


Murray’s physical fitness and inexhaustible energy were by- 
words, and, of all his circle, he appeared the least likely to be 
stricken down by sudden illness. Yet he succumbed within a week 
to a severe attack of gastro-intestinal haemorrhage. 


It is a tragedy that he should have been taken in the prime of 
life, when so much good work yet remained to be done, but his 
friends have this consolation, that he will remain in their memories 
as a man overflowing with vitality and in full possession of those 
rare qualities of heart and mind which made his friendship a 
treasured possession and his work an inspiration to those about 
him :— 


He shall not grow old as those that are left grow old; 
Age shall not weary him nor the years condemn. 

At the going down of the sun, and in the morning, 
We will remember him. 
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Professor Leith Murray was married in 1917 to Dorothy, 
daughter of W. F. Turner, Esq., and she, with two daughters, 
survives him. 

Dr. Farquhar Murray, Gynaecologist to the Royal Infirmary, 
Newcastle, and lecturer in gynaecology at the Durham Univer- 
sity School of Medicine is his brother. 

The funeral took place privately on June 13th. On the 
following day a memorial service was held in Liverpool Cathe- 
dral, when a large congregation bore testimony to his public and 
private virtues, many representatives of nursing institutions, 
hospitals and ambulance brigades, as well as civic officials were 
present, and the full dress uniforms of officers and petty-officers of 
H.M.S. Exeter and H.M.S. Eaglet were conspicuous in the 
congregation, the Dean of Liverpool conducting the service. 

Daniel Dougal. 


Liverpool Post and Mercury 
Wednesday, June 15th, 1932. 

A striking tribute was paid by Dr. H. J. W. Hetherington, 
Vice-Chancellor of Liverpool University, at the Memorial Service 
held at Liverpool Cathedral. 

‘*More than 30 of his 52 years he spent in this city,’’ said the 
Vice-Chancellor. ‘‘His studies won the respect of all his collabora- 
tors in all our centres of education. He had a strongly-realistic 
sense of imagination and he was in the finest sense of the word a 
man of affairs. He was a teacher with a deep sense of the impor- 
tance of that office, and above all he was a skilful, trusted, and 
beloved practitioner.. Many hundreds there must be who this day 
bless his name for the gifts he brought them—courage, faith, hope, 
skill, and courtesy. His was a rich life bravely and gladly spent 
in service and in friendship.” 

The Liverpool University passed the following resolution :— 

The Council has heard with deep regret of the death of Dr. H. 
Leith Murray, Professor of Midwifery and Gynaecology in the 
University. It places on record its high appreciation of his 
services, and deplores the early termination of his tenure of the 
chair to which he was appointed as recently as October, 1931. The 
Council tenders to Mrs. Leith Murray and her family an expression 
of its sincere sympathy. 


AN APPRECIATION. 
Of the many pictures his friends will retain of Jock Leith 
Murray, I feel that the most vivid and the most satisfying will 
be of him in the intimacy of his own household. No interval in 
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his professional work was so brief but that he would plunge into 
it and its doings with all the zest of a school boy released. And 
if he vanished almost as soon as he came, it was never without 
leaving behind him a little wisp of confidence and high spirits. 
His parental authority rarely obtruded, and he remained incurably 
the youngest and most ardent member of a mutually devoted 
family, united in a communal loyalty of the sweetest kind. But 
his personal affections, however eager and chivalrous, were yet 
never irrational, and his fond solicitude—almost too solicitous at 
times—for those he loved never quite blinded him to the genuine 
claims of independence. 

As a host he had the flawless courtesy which springs not from 
mere savoir faire but from natural kindliness. Into his recreations 
he threw himself with the same vigour that he showed in his work. 
He loved his music, he loved dancing, he loved his golf, especially 
if there was a spice of personal rivalry in it. He lived a gay, 
bustling life and, though he felt its responsibility keenly, he was 
happy. 

It was a sign of his greatness—and he was unmistakeably a 
great man—that in general discussion he was curiously undog- 
matic, betraying only the sound, well-ordered, inquisitive mind 
that one associates with a scientific training. His greatness was 
shown too in his magnaminous admiration of others, but most of 
all, I think, in his astonishing combination, even in his own 
sphere, of modesty and self-confidence. A lesser man would have 
dithered in the presence of a first-class clinical problem, yet 
preened himself with assurance in the academic security of a pro- 
fessional chair. Not so Jock. I can see him now, a harrassed and 
almost panic-stricken figure, with a course of unprepared lectures 
on his hands, transformed by a ring at the telephone into a 
veritable Napoleon, whose incisive, staccato commands could give 
even an ignorant bystander the immediate thrill of contact with 
one who was a king in his own realm. 

He is dead, tragically too soon. We must not mourn. For 
he lived fully, worked finely and loved well, and for us who loved 
him and remain he will continue to live, forcefully as ever, his 
shining qualities enthroned in spaciousness and light. 

R.H.T. 


Leith Murray, or ‘‘Jock,’”? as he was known to his ‘pals,’ 
worked always at high pressure, achieved a great deal in a short 
time and was known by the nursing profession at Liverpool, and 
by his patients, as ‘‘The doctor who always runs.’’ He was often 
in and out of a nursing home, having visited five or six patients 
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and leaving them laughing and “feeling better already,’’ before 
any member of the nursing staff was aware that he had been. 

He was intensely fond of music and one of his greatest joys 
was to spend an evening playing duets—particularly those of 
Russian origin—with a doctor friend who would give up any 
engagement he possibly could when he received a telephone 
message ‘‘Come and play with me to-night.’’ Leith Murray gener- 
ally issued such an invitation when, the rest of his family being 
away, there was but little chance of interruption, and the duets 
continued one after another far into the night, a bottle of beer 
being balanced on each end of the piano, to which, not infre- 
quently, recourse was had. When 12 years of age he had six 
months piano tuition, for the rest he was self taught, learning to 
read music by playing hymn tunes. He was also extremely fond 
of the organ and could often be found, in the intervals between 
seeing patients, in the billiard room playing one of an American 
origin. 

During the first year of the Great War the hospital ship 
Rohilla, of which Leith Murray was the medical officer, was 
torpedoed off Whitby and, while waiting for assistance, he kept 
up the spirits of his patients, the nursing staff and the ship’s 
company by singing topical songs, no doubt with all the vigour 
so many of us remember, probably including one concerning the 
festivities of a certain family : ‘‘Last night and the night before.”’ 

Golf was his favourite sport, and he and a doctor who 
frequently played with him were known as the ‘‘Flying Golfers.”’ 
He tried always to play one afternoon a week at Formby and was 
then supposed to be ‘‘at a very important case in the country.”’ 
He played a round and beat his opponent the day before he fell 
ill. The same day he had examined over 60 recruits, and it was 
only at the termination of a private operation on the following 
morning that he was suddenly seized with his fata! illness. 

Race Meetings attracted him and whenever possible he attended 
those in the neighbourhood. He selected his horses by the time- 
honoured method of sticking, with eyes closed, a pin into the 
newspaper list of starters. Even so he was occasionally successful. 

Sometimes, in the hurry of the moment, Leith Murray was a 
little absent minded, and has been known, on occasions, to go to 
his hospital, or pay a professional visit to the wife of some local 
magnate, without realizing that his clothes were reminiscent of 
seaside minstrels, the trousers, waistcoat, and coat being of differ- 
ent patterns, colour and cloth, for which he would apologize, 
humbly and humourously, when he discovered his mistake. 

An inveterate smoker, a cigarette would roll from corner to 
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corner of his mouth when playing the piano and even when sing- 
ing! He had arranged shortly before his death to read a paper 
on ‘‘Smoking,’’ one of his pieces of advice being ‘“‘Never put a 
gift cigar in your mouth,’’ but he must have forgotten his own 
great hospitality; only the best of everything was good enough 
for his guests. A very treasured possession was a snuff box 
which once belonged to Jenner, and which was handed round at 
dinner parties when every one had to take a pinch. His favourite 
holidays were those spent on the Atlantic coast of Devonshire 
when he would revel in surf bathing; indeed, during his illness 
one of his great fears: was that he would not be allowed to surf 
bathe when he recovered. 

Leith Murray had a large and widespread consulting practice 
and was extremely popular with, and admired by, a large circle 
of doctors, medical students and patients. Jock’s death came as 
a great shock to a large number of his friends who did not know 
that he was ill; and how could a man with such a happy dispos- 
ition, such a genius for friendship, whose presence was always so 
bright and cheery and who never spared himself when patients, 
colleagues or friends were concerned, fail to have a large number ? 

He was a most lovable man and will be missed by none of his 


friends more than by his fellow members of the Gynaecological 
Visiting Society, at whose meetings he was the life and soul of the 
party. ‘‘Requiescat in pace.” 


Comyns Berkeley. 





BOOK REVIEWS. 


‘Human Sterilization.’”” J. H. Iandman, PhD. J.D. J.S.D. The College of 
the City of New York. 333 pages. The Macmillan Company. 


This survey of the problem of eugenic sterilization is intended to deal with 
all its aspects. It would seem that the author’s interest in the subect is 
primarily that of the lawyer and he gives a very full account of the history 
of the legal enactments by virtue of which sterilization is now permitted 
in some 27 of the United States. The genetic aspects of mental disorder 
and mental defect are discussed and judgment on the evidence at present 
available is very properly suspended. In order to enable the non-medical 
reader to get some idea of the actual nature and relative simplicity of the 
various sterilizing operations, the author gives an account of the anatomy 
of the generative apparatus in the two sexes and describes how sterilization 
can be effected by surgical means. Of such expositions the medical reader is 
perhaps apt to be unduly critical. In this case he might well doubt how 
much illumination a layman will derive from the diagrams which are 
supposed to illustrate the anatomy of the male and female sexual organs. 
As however these diagrams are not intended for his instruction he may 
admit that they may, perhaps, serve their purpose. The work, as a whole, is 
careful and extensively documented. It is evidently intended primarily for 
the American reader to whom its interest and value should be considerable. 





Queen Charlotte’s Hospital. 


This well-known Obstetric Hospital, which was founded in 1739, is 
engaged in a scheme of expansion and ‘re-building which presents features 
of special interest and importance; a short outline of the scheme cannot 
fail to interest the readers of the Journal of Obstetrics and Gynaecology, 
for when completed the new Hospital will be one of the chief midwifery 
centres in the British Empire. 

The present site of the Hospital in Marylebone Road is too small to per- 
mit of adequate expansion, and the traffic conditions which now prevail 
have rendered it quite unsuitable for hospital work. The opportunity 
occurred four years ago of acquiring a five-acre site, eminently suitable for 
the purpose, in Goldhawk Road, Ravenscourt Park, and the Committee of 
the Hospital, with rare judgment and courage, seized its opportunity and 
bought the land. 

Inspired by their young and energetic medical staff, the Committee deter- 
mined that the first use to be made of the new site should be to provide 
facilities, which up to that time were non-existent in London, for the com- 
bined treatment and bacteriological investigation of Puerperal Sepsis. An 
Isolation Block providing accommodation for 30 cases was projected and, 
as a companion building, a Research Laboratory, both designed upon 
modern and approved principles of Hospital and Laboratory construction. 
The Hospital is laid out in five-bed and single-bed wards, and is provided on 
each floor with broad balconies which enable all but the most critically ill 
to receive open-air treatment. Private patients may be admitted to the 
single-bed wards under the care of members of the Hospital Staff. The 
operating theatre and its auxiliary accommodation are of the most modern 
type. The Laboratory is under the superintendence of Dr. Leonard Cole- 
brook, whose work on infections, and particularly on puerperal infections, 
is well known and highly valued. He has a staff of 14 workers under his 
direction, all skilled investigators, well qualified for the complex investiga- 
tions upon which they are engaged. 

Up to the time of writing 434 cases have been admitted to the Isolation 
Block, 37 of them being private cases. Eighteen of the Metropolitan and 
Greater London boroughs and local authorities have sent cases, and the 
beds have been well occupied since the Isolation Block was opened. 

There is no doubt that Queen Charlotte’s has begun to write a new chap- 
ter in the history of Midwifery Hospitals, and has set an example which 
should be widely followed. If the problems connected with the origin and 
the treatment of puerperal infection are to be efficiently tackled, the pres- 
ent policy of scattering cases of puerperal fever among any hospitals that 
can be induced to take them must cease. They must be kept in the charge 
of a combined team of obstetricians and bacteriologists, provided with all 
that is best in the way of facilities for treatment and investigation, 
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Both the Isolation Hospital and the Research Laboratory are now entirely 
free from debt, thanks to the generosity of the Trustees of the late Mr. 
Bernhard Baron, and to a liberal grant received from the Ministry of Health 
before the Local Government Act of 1929 came into operation. Generous 
assistance in the maintenance of the Laboratories is also being received 
from the Rockefeller Trust, from the Medical Research Council, and from 
an anonymous donor, while the payments received from patients go a long 
way in defraying the expenses of the Isolation Hospital. 

The next step in reconstruction which it is proposed to undertake is the 
building of a new Hospital Block to accommodate 100 maternity cases, 
which will replace the existing accommodation at present available in the 
old Hospital and in an auxiliary building on the new site. It will also be 
necessary to provide a new building for the Nursing Staff and the Pupil 
Midwives, and for the Doctors and Students. It is estimated that £100,000 
will be required for this part of the scheme, but until a substantial part of 
this sum is assured no progress can be made with it. A further step which 
it is hoped to realize later will be the provision of an additional block for 
paying patients of moderate means, but the Committee takes the view that 
the first duty with which the Hospital is charged is to provide for the 
poorer classes of the community. 

The educational value of the new Queen Charlotte’s, as planned, cannot 
be doubted. The small midwifery wards which now exist in most of the 
London teaching Hospitals are inefficient as centres of education and train- 
ing except as regards the conduct of normal labour. If adequate experience 
in the abnormal is to be gained large midwifery centres are essential, and 
the new Queen Charlotte’s, when the scheme is realized, may well become 
an Empire School of Midwifery of the highest distinction. 


QUEEN CHARLOTTE’S MATERNITY HOSPITAL, REPORT, 


Compiled by 


ARTHUR C. H. BELL, M.B., B.S., F.S.C.S., 
Obstetric Registrar for 1931. 


It is so long since Queen Charlotte’s Hospital published its Report for 
1924 that we had given up all hope of seeing another. Now, however, the 
Reports for the six years 1925 to 1930 inclusive have come to hand. We 
are indebted to the Registrar for 1931 for their compilation, and even if 
they had been imperfect, Mr. A. C. H. Bell would have been entitled to 
great praise for overtaking such an extensive piece of work. As it is, 
there are only a few trivial slips—so few that it would be ungracious to 
enumerate them, and Mr. Bell deserves unstinted admiration for his con- 
centration, perseverance, and accuracy. 

The Reports are drawn up in accordance with the unified scheme, only 
minor modifications in arrangement being adopted from time to time. A 
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full list of the present Medical Officers is followed by a list of the Staff 
from the year 1809, when the hospital was removed to its present site. 
These details are of general interest, but the next table of the Resident 
Medical Officers since 1873 is of doubtful value. 

The Clinical Report proper opens with a numerical abstract of the cases. 
Approximately 2,000 in-patients were treated per annum, and of these only 
some 200 were unbooked. In the next table (in which the terminology is 
somewhat lax) these cases are classified into their main groups. Then fol- 
lows an incomplete list of the abbreviations used and their interpretations. 
At first we considered this rather needless, but apparently it may be desir- 
able for several reasons. Firstly, the same contraction has not always the 
same meaning, e.g., in the 1925 Report A.P.V.D.=‘‘Ante-partum Vaginal 
Discharge,’’ whereas in the next Report it means ‘‘Ante-partum Venereal 
Disease.’? Similarly, the letters A.P.H., which most people would trans- 
late ‘‘Ante-partum Haemorrhage,’’ are used throughout to indicate ‘‘Acci- 
dental Haemorrhage.’? Such a glossary will also prevent reviewers from 
accusing registrars of mistakes they have not made, as happened recently 
when a reviewer misinterpreting F.T. (‘‘full-time’’) as meaning ‘‘full-term” 
became acutely distressed and needlessly informative. 

The next section of the Reports gives, in tabular form, appropriate data 
of the complicated cases. These tables are very good indeed, supplying an 
amazing amount of information, and enabling the reader to form a reason- 
ably complete picture of the case, to note the treatment, and to trace the 
results. 

Then follow short histories of the fatal cases and cases of special interest. 
On the whole these summaries are satisfactory, but in some the language 
is very stilted (e.g., ‘‘This pregnancy induction by Bougies was per- 
formed . . .’’). 

The report on the infants is placed, as a rule, at the end of the book, and 
deals with twins, premature infants, still-births, neo-natal deaths, foetal 
abnormalities, ophthalmia, etc. 

From a study of these six reports some general observations suggest 
themselves. The first is that in this moderately large hospital devoted 
excusively to Obstetrics, there are comparatively few serious complications. 
Indeed, the Registrar must often have been tempted to group them all to- 
gether under the one heading ‘‘Sundry Miscellaneous Complications.” 
Moreover, it is noteworthy that a relatively large proportion of the abnor- 
mals occurs in the booked cases, which would indicate the need of increased 
vigilance in the antenatal clinic. For instance, we find that during this 
six-year period the Hospital treated 86 cases of eclampsia, of which 27 
(31 per cent) were booked. Incidentally the maternal death-rate was 
21 per cent. 

Another table which attracts attention is that relating to the induction of 
labour. In a large proportion of cases the indication was ‘‘disproportion.’”’ 
Yet in more than half of these cases of disproportion the promontory was 
not felt (see 1925 Report). This in itself is surprising to those accustomed 
to real disproportion. But this is not all. From the same table we discover 
that a considerable number of the children weighed less than 6lbs. at birth 
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—some were actually less than s5lbs. Are we to believe that disproportion 
can exist when the promontory cannot be felt and the foetus does not 
weigh slbs? No definition of ‘‘disproportion”’ is given in the Reports, so 
perhaps in Queen Charlotte’s Hospital the term is used to imply either that 
the head is relatively too large or relatively too small! We would suggest 
in all seriousness that the majority of the patients whose promontory 
could not be felt would have delivered themselves normally at term, and it 
would be interesting indeed if the experiment were tried. 

The tables do not give the actual measurement of the conjugate : we are 
merely told that the promontory could or could not be felt. We appreciate 
the reason for this departure, which has much to recommend it, but it does 
not give the reader a clear conception of the degree of pelvic contraction ; 
nor does the measurement of the external conjugate, which is faithfully 
recorded in every case. Surely it is apparent to everyone by this time that 
it is a pure waste of time to measure this diameter. This fact is illustrated 
in the tables themselves, which show that in cases in which the promon- 
tory was not felt the external conjugate varied from 6% to 8% inches. It 
is therefore futile to take the measurement at all, let alone to give it 
to 4% inch as is done here. 

This attempt at extreme accuracy where only approximation is possible 
is apparent also in the tables giving the duration of labour. Thus we are 
informed that the first stage in a certain case lasted 62hrs. 55mts., and that 
the second stage in others lasted 55mts., th. 55mts., 2hrs. 55mts., 3hrs. 
5mts., and so on. No one believes these figures for one minute. Who can 
tell precisely when the second stage begins? Why not simply give the 
duration of the first two stages together ? 

Thanks to Mr. A. C. Bell, the Queen Charlotte’s Hospital Reports are 
now almost up to date. He has set a high standard, but perhaps future 
Registrars, stimulated by his example, will issue their Reports punctually 
and keep them as free from error as he has done. 


J.H. 
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The Lancet. 


April 9, 1932. 
The role of the haemolytic streptococcus in infective disease. C. C. Okell 
The duration of the red lochia. R. Carter, (Correspondence). 
April 16, 1932. 
The role of the haemolytic streptococcus in infective disease (continued) 
C..C.,. Okell. 
The duration of the red lochia. A. Morris Johns. (Correspondence). 
April 23, 1932. 
The role of the haemolytic streptococcus in infective disease (continued). 
C. C. Okell. 
The therapeutic effects of plasmoquinine in pregnancy. P. Manson-Bahr. 
Low segment Caesarean section. H. R. Spencer. (Correspondence). 
April 30, 1932. 
The duration of the red lochia. C. Moir, (Correspondence). 
May 7, 1932. 
*On sterility. Victor Bonney. 
May 14, 1932. 
Sterility. W. Blair Bell. (Correspondence), 
Synergic action of oestrin. A. Bourne and J. H. Bum. (Correspondence). 
May 21, 1932. 
*Injection of umbilical vein in retained placenta. D. W. Currie. 
June 4, 1932. 
The aetiology and treatment of anaemia in pregnancy. M. B. Strauss and 
W. B. Castle. 
Puerperal scarlet fever. R. L. E. Downer. (Correspondence). 
Toxaemia of pregnancy. W. C. W. Nixon. (Correspondence). 
June 11, 1932. 
The obstetric forceps and its use. M. D. Crawford. 
June 18, 1932. 
The obstetric forceps and its use. N. Capon. (Correspondence). 


On sterility. 

After reviewing the process of fertilization and the female genital tract, 
the author describes his technique of investigation and treatment. With 
regard to investigation he considers that for practical purposes, insuffla- 
tion has all the advantages of lipiodol injection. After excluding the 
husband and proving that the Fallopian tubes are blocked on two occasions, 
he opens the abdomen. Fatency is then tested by blowing air through the 
Fallopian tubes from within. The easiest obstruction to treat is blockage 
of the abdominal ostium. He turns back the opened extremity ih the 
form of a cuff. Blockage of the uterine ostium requires re-implantation 
of the Fallopian tube into the uterus. This is done by cutting the 
Fallopian tube, proving its patency and then suturing it to the incised 
fundus of the uterus. The author is sceptical about the value of cervical 
dilatation and tubal insufflation as curative measures. He does not accept 
ovarian extracts as being of value in cases of sterility. 


Injection of the umbilical vein in retained placenta. 

After pointing out the dangers of. manual removal of .the placenta, the 
author describes an investigation into the value of Mojon-Gabaston tteat- 
ment of retained placenta by injecting the umbilical vein with saline.‘ He 
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considers that the value of this method is dependent on the injection being 
carried out rapidly, the increase in the size of the placenta stimulating 
contractions. In the author’s opinion an adherent placenta is very rare; 
in the majority of cases in which the placenta cannot be delivered the 
cause is either failure of the uterus to expel the placenta or the presence 
of a contraction ring. 


The obstetric forceps and its use. 

One hundred cases of failed forceps are analysed. Twelve mothers died 
and 19 were morbid but survived. The foetal mortality was 62 per cent. 
The indications for the original application of the forceps are considered 
and it is shown that if the standard rules for the application of the forceps 
are used, in only four of the 100 cases was the operation justified. In 52 
cases the application of the forceps was contra-indicated and in 44 it was 
applied too soon. 


A. WALKER. 


The British Medical Journal. 


April 2, 1932. 

Obstetrics of a general practice in the last decade. A. F. Martin. 

The after-coming head. R. C. Binst . (Correspondence). 

Failed forceps. M. C. De Garis. (Correspondence). 
April 9, 1932. 

Paroxysmal tachycardia associated with pregnancy. D. F .Anderson. 

The chronic pelvic woman. J. Young. (Correspondence). 

Morbidity of the pelvic joints in pregnancy. E. J. Partridge. (Corres.) 

Colporrhaphy and prolapse. E. H. Roberts. (Correspondence). 
April 16, 1932. 

Obstetrical heresies. J. Cook. (Correspondence). 
April 23, 1932. 

*Endocrine therapy in dysmenorrhoea. W. P. Kennedy. 
April 30, 1932. 

*Nomenclature of eclampsia. B. Solomons and F. Bourke. 
May 7, 1932. 

An unusual case of subperitoneal uterine fibroid. S. B. Radley. 
May 14, 1932. 

Septic foci and normal labour. H. Leyton. 
May 21, 1932. 

*Menopausal insanity and bacterial toxaemia. T. Gillman Moorhaead. 

*The menopause and its complications. Gibbon FitzGibbon. 

The treatment of dysmenorrhoea. H. Leith Murray. (Correspondence). 
May 28, 1932. 

Breech delivery. J. S. Calleutt. (Correspondence). 
June 4, 1932. 

*Clinical comparison of ergotoxine and ergotamine. Chassar Moir. 
June 18, 1932. 

*The action of ergot preparations on the puerperal uterus. Chassar Moir. 
June 25, 1932. 

*Total abdominal hysterectomy for myoma of the uterus. Herbert R. 

Spencer. 
The action of ergot preparations. J. H. Burn. 
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Endocrine therapy in dysmenorrhoea. 

The author shows how important a factor is obstruction in the aetiology 
of primary dysmenorrhoea, and reviews recent work which demonstrates 
the action of the ovarian hormones on the neuromuscular mechanism of the 
uterus. Fifty cases of dysmenorrhoea have been treated by the adminis- 
tration of certain commercial preparations between ovulation and men- 
struation. Of the 50 cases treated, 10 were cured, 30 were improved and 
in 10 improvement was not noticed. 


Nomenclature of eclampsia. 

The authors describe certain cases of toxaemia in which the nomen- 
clature is doubtful. The quéStion is raised whether fits are a necessary 
accompaniment of eclampsia. 


Menopausal insanity and bacterial toxaemia and The menopause and its complica- 
tions, 

These two papers are related. In the former a patient with meno- 
pausal insanity was found to have some evidence of chronic metritis. The 
uterus was removed. This was followed by spectacular improvement. In 
this paper the medical aspect of the case is considered. 

In the second paper, the gynaecological aspect is put forward, and the 
author holds the view that, when a woman acquires, during the child- 
bearing period, a uterine lesion which frequently includes a chronic 
bacterial infection, the atrophic menopausal changes stimulate the toxic 
influence of the infection. The toxic absorption is then the cause of the 
numerous unpleasant signs and symptoms so frequently seen at this time 
of life. In such cases he advocates total hysterectomy and quotes cases 
which illustrate the remarkable improvement which frequently follows 
the operation. In his view the menopause should occur with as little 
disturbance as puberty. 


Clinical comparison of ergotoxine and ergotamine and The action of ergot prepara- 
tions on the puerperal uterus, 

The two papers form two parts of an investigation into the action of 
various preparations of ergot on the puerperal uterus by’a graphic method. 
A bag was inserted into the puerperal uterus on or about the seventh day of 
the puerperium and the uterine contractions were recorded on a moving 
drum. The results may be summarized as follows: Ergotoxine and 
ergotamine were very active in stimulating contractions. Their actions 
were similar. There was a considerable delay before the action appeared. 
The tonicity of the uterus was only increased during the time the drug 
produced its maximum effect. The liquid and solid extracts of the B.P. 
1914 were very active, as was also defatted ergot powder. Different 
samples of ergot vary in activity. The effect of the oral administration 
of liquid extract came on with remarkable suddenness and sometimes ap- 
peared within four minutes. There is a marked increase in the tonicity of 
the uterus. It is thus shown that there is a great difference between the 
action of liquid extract and the purified alkaloids ergotoxin and ergotamine. 
Histamine and tryamine in reasonable doses by mouth have no effect; 
intramuscularly the effect is slight. There is reason to believe that the 
characteristic and traditional effect of ergot is due to a substance as yet 
unidentified. 
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Total abdominal hysterectomy for myoma of the uterus. 

In this paper the author puts forward his reasons for the total, as 
opposed to the subtotal, operation in cases of myoma. He shows that the 
danger of malignant growth being present is very considerable and quotes 
much evidence to show that the danger of the total operation is no greater 
than that of the subtotal. He advises Doyen’s method. He never uses mass 


ligatures or perforating sutures. A. Wallen 


The Canadian Medical Association Journal. 
Vol. xxvi, No. 4, April, 1932. 
*Intestinal obstruction caused by normal pregnancy. M. Blair. 
Vol. xxvi, No. 5, May, 1932. 
*Fifteen years’ experience with radium. E,. S. Hicks, 
*Popliteal embolism and gangrene of the leg complicating fibromyoma of 
the uterus prior to operation. F. Marlow. 
Vol. xxvi, No. 6, June, 1932. 
*The blood in pregnancy. J. D. Adamson and F. H. Smith. 


Intestinal obstruction caused by normal pregnancy. 

Much has been written in Europe on this subject. French and German 
writers give different explanations. Vautrain reported two cases which 
were thought to be caused by kinking of the colon over the taut edge of 
the infundibulo-pelvic ligament, stercoral accumulation adding to the 
trouble ; the two conditions caused the obstruction. He advised enterostomy, 
leaving the uterus undisturbed. 

Ludwig reported 96 cases. The condition was said to be most common 
during the third and fourth months and in the last three weeks of preg- 
nancy. None of these cases could be directly attributed to the pregnancy 
alone. Fleischauer found obstruction of the colon at the pelvic brim in 
a fatal case; the ureters were dilated. The four months’ gravid uterus was 
blamed for the pressure. In another case the obstruction, at the sixth 
month, was caused by adhesions following a previous operation. 

Le Page advocated the division of cases of obstruction during pregnancy 
into two classes : (1) those without any past history of peritoneal trouble; 
(2) those with a history of peritoneal or intestinal trouble, sometimes after 
a previous operation. The second group comprises the majority of the 
cases. 

The object of this paper is to try to decide whether intestinal obstruc- 
tion of normal pregnancy is a clinical entity and if so, what is the rational 
treatment. Group 1 is possibly an obstetric problem, Group 2 possibly 
a surgical one. Cases are reported, chiefly by French and German writers, 
illustrating Group 1. The number of these, however, when collected seems 
to be small, probably not more than a dozen. 

There is a distinct gap in the English literature on the subject. The 
author cites a case apparently illustrating Group 1. A primipara of 30, 
28 weeks’ pregnant, without previous history of abdominal disease, began 
to have cramp-like pains and abdominal distention. For 84 hours flatus 
was not eliminated in spite of medication and enemata. Distention was 
extreme, there was not any vomiting, the pulse-rate was 94, labour had 
not begun. Laparotomy was performed. The distention of the bowel 
was so extreme that punctures of the intestinal wall were necessary to 
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adinit of exploration. Distention ended at the pelvic brim. Straightening 
of the sigmoid colon allowed gas to pass into the rectum. A rectal tube 
was passed above the pelvic brim. The uterus was left. Relief did not 
follow. Labour was induced and a live baby was delivered. A movement 
of the bowel followed and the patient made a good recovery. 

In conclusion the author suggests that in cases in Group 2 the cause 
should be remedied and the pregnancy left; in Group 1 the uterus should 
be emptied by abdominal hysterotomy. 


Fifteen years’ experience with radium. 

Probably radium is most satisfactory when used for the treatment of 
non-malignant uterine haemorrhage. In adolescents, a small class, small 
multiple doses are favoured. All cases of haemorrhage due to fibrosis 
uteri about the time of the menopause, a larger class, are cured. Diag- 
nostic curettage is performed in all cases. Unsuspected carcinoma of the 
fundus uteri is encountered in three per cent of such cases. These are 
treated by hysterectomy. 

The most satisfactory results are obtained in cases of fibroids in which 
the uterus is not larger than a three months’ gestation, uncomplicated by 
malignant or other degeneration, co-existing inflammation or pressure 
symptoms. 

All cases of cancer of the cervix uteri are treated by radium and deep 
X-ray therapy, except in cachectic, septic patients. In the squamous- 
celled type (95 per cent) only radiation is used. In adeno-carcinoma (five 
per cent) an operation is also performed. 

If cure and not palliation is sought, the doses are from 4,000 to 7,000 
milligram-hours. Successful results will be :—after one year, 75 per cent; 
two years, 50 per cent; five years, 25 per cent; ten years, Io per cent. 


Popliteal embolism and gangrene of the leg complicating fibromyoma of the uterus 
prior to operation. 

A patient, aged 47; having for a few years gradually increasing menorr- 
hagia and the signs of a fibromyoma uteri reaching to the umbilicus, was 
suddenly taken with pain in the calf of the leg and diminishing sensation 
in the toes. The condition went on to complete gangrene of the leg, and 
a line of demarcation appeared a little below the knee. On the twenty- 
seventh day the leg was amputated through the knee joint. Twenty-two 
days later the large fibroid was removed by supravaginal hysterectomy. 
The writer suggests the possibility of a medico-legal suit for damages had 
embolism and gangrene followed operation and not preceded it. He is 
definitely of the opinion that the embolism was associated with the bleed- 
ing fibromyoma. 


The blood in pregnancy. 


Anaemia during pregnancy may be classified as: (a) Anaemia co- 
existing with pregnancy; (b) anaemia due to the complications of preg- 
nancy; (c) anaemia due to pregnancy 

These (c) may be (1) pernicious, and (2) physiological. It is this latter 
(2) which is discussed. Red cell counts and haemoglobin estimates were 
made in selected antenatal cases and the results recorded by graphs. Nearly 
every case showed some degree of anaemia. Only two cases maintained 





Review of Current Literature 623 


So per cent of haemoglobin. In 50 per cent of the cases the percentage of 
haemoglobin was between 60 and 70, it was not less than 50 per cent in 
any of the cases. In all cases there was a steep rise in the percentage of 
haemoglobin after labour. From a consideration of the progress of the 
cases those with a low percentage did as well, or better, than those with 
a high percentage. The author is of the opinion that this anaemia of 
pregnancy is physiological and in no way pathological. Treatment is 
not called for. 


J. W. Lyle Cameron. 


The Medical. Journal of Australia. 


March 12, 1932. 
Puerperal haemorrhage. P. L. Hipsley. 
March Ig, 1932. 
Some unusual pelvic conditions. H. Throsby and P. E. Walton Smith. 
April 16, 1932. 
*Some aspects of obstetrical radiography. C. Macdonald. 
April 23, 1932. 
Four cases of albuminuria in pregnancy. 
May 7, 1932. 
Midwifery in general practice. L. May. 
April 30, 1932. 
*Salpingostomy. C. Coghlan. ; 
R6éntgenographic observations of the human skeleton prior to birth. 


Some aspects of obstetrical radiography. 

Obstetrical radiography as a part of ante-natal investigations may be 
of very great assistance. The author states that so far there is no evidence 
to prove that diagnostic radiography during pregnancy is harmful either 
to the mother or the foetus. As a method of diagnosis in difficult cases 
it may be invaluable. It is generally admitted that it is only possible 
to visualize foetal structures with certainty after the eighteenth week, 
but the foetal skeleton may be seen, although rarely, during the third 
month. It is not possible to estimate the exact age of the foetus, but the 
presence of the centre of ossification for the epiphysis at the lower end of 
the femur will show that the foetus has reached the ninth month. Intra- 
uterine foetal death may be diagnosed if there is overlapping of the skull 
bones with a decreased radius of the curvature of the head. This usually 
takes 10 to 14 days to develop. X-ray examinations may be extremely 
valuable in the early diagnosis of congenital syphilis. The bones of the 
hands and feet give characteristic pictures in luetic osteochondritis and 
are affected with surprising regularity. The author discusses the value 
of X-ray pelvimetry and describes the technique of pelvic mensuration. 


Salpingostomy. 

Salpingostomy is a successful procedure in selected cases of tubal 
occlusion. Salpingography should be performed before deciding on 
operation. The ideal case for operation is one in which the ampulla is 
dilated and the fimbriae have been invaginated and become adherent, 
presenting a club-shaped appearance on salpingography. Cases of 
occlusion resulting from pelvic peritonitis, and puerperal sepsis are more 
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often favourable for salpingostomy than cases due to infection with the 
gonococeus. The author describes the technique of the operation. and 
reports 17 cases of tubal occlusion on which he performed salpingostomy ; 
three of the patients have become pregnant. Salpingographs taken before 
and after operation are shown. 

D. H. MacLeod. 


The Indian Medical Gazette. 


Vol. Ixvii, No. 5, May, 1932. 
*A case in which a disintegrated foetus was discharged through the 
abdominal wall. Brijohushan Lakhoti. 
The determination of sex. Lt.-Col. C. A. Gill. 


A case in which a disintegrated foetus was discharged through the abdominal wall. 
This was, apparently, a case of the retention of a dead foetus in the uterus 
After the formation of adhesions to the abdominal wall the uterine wall 
sloughed and foetal bones were discharged through the anterior abdominal 
wall. The communication of the wound with the vagina makes this 
diagnosis more probable than that of ectopic pregnancy. The patient died 

eight days after admission to hospital. 
A. C. Bell 


The American Journal of Obstetrics and Gynaecology. 


November, 1931. 

*Regeneration of the uterine mucosa after delivery, with special reference 
to the placental site. J. W. Williams. 

The pathology of some special ovarian tumours and their relation to sex 
characteristics. R. Meyer. 

*The significance of incomplete fusion of the Miillerian ducts in pregnancy 
and parturition with a report of 35 cases.. F. Smith. 

Abortion in relation to foetal and maternal welfare. F. Taussig. 

*Reconstruction of the urethra and vesical sphincter by employing the 
levatores ani muscles. M. Douglass. 

The responsibility of the medical profession in the mortality from child- 
bearing. G. Kosmak. 

*The nature of urinary protein in eclampsia. N. Eastman. 

A simple technique for Caesarean section under local infiltration anaes- 
thesia. H. Williamson. 

Nupercain subdurally in obstetrics. S, Cosgrove. 

Sarcoma of the uterus. L. Kasman. 

Normal pregnancy in a patient with pre-existing complete heart-block. 
R. Titus and W. Stevens. 

Two years’ resumé of abortions in the Louisville City Hospital. 
W. Johnson. 

Baldwin’s modification of Jarcho’s pressometer for trans-uterine insuffla- 
tion; pneumoperitoneum and uterosalpingostomy. L. Baldwin. 

Collective review. The inter-relations of the anterior hypophysis and the 
ovaries. 2. Further advances (June, 1929, to June, 1931). C. Fluhmann., 
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December, 1931. 


*The value of hypertonic glucose therapy in pre-operative and post- 
operative conditions. J. Polak, V. Mazzola and L,. Zweibel. 
*Pelvic endometriosis. Spontaneous rupture of endometrial cysts with a 
report of three cases. E. Novak. 
Primary epithelioma of the vagina. L. Moench. 
The relation between mother’s gain during pregnancy and the infant’s birth 
weight. P. Toombs. 
An analysis of 100 cases of ruptured ectopic gestation; technique and 
evaluation of autohaemofusion. J. Ricci and S. di Palma. 
Abortion in relation to foetal and maternal welfare. F. Taussig. 
Abdominal operations during pregnancy, with the report of three cases 
F. Hammond. 
*Observations on the use of Lugol’s solution in hyperemesis gravidarum. 
F. Falls. 
Foetal mortality. A study of 225 consecutive foetal deaths in a series of 
4,668 deliveries. R. Grier. 
Rupture of a corpus luteum with intra-abdominal haemorrhage. Report 
of three cases. J. Greenhill. 
Ulcerative colitis complicating pregnancy and the puerperium. C. Barnes 
and H. Hayes. 
Clinical observations on the aetiology of icterus neonatorum. M, Franklin. 
Report of a case of endometriosis of the umbilicus. W. Thompson. 
A report of three cases of placenta succenturiata. E. Waters. 
Unusual case of ectopic pregnancy. R. Smylie. 
A new demonstration eyepiece for teaching cystoscopy. I. Kahn. 


January, 1932. 


*Therapeutic abortion in pulmonary tuberculosis. G. Ingraham. 

*The therapeutic and diagnostic value of curettage in so-called functional 
uterine bleeding. S. Geist and O. Glassman. 

The modern conception and treatment of uterine bleeding. C. Miller. 

The prevalent hour of stillbirth. J. DePorte. 

The prevention of obstetric complications by diet and exercise. A. 
Bingham. 

*Anterior pituitary hormone in the cerebrospinal fluid during pregnancy. 
S. Soule and T. Brown. 

Some notes on sterility due to obstruction of the Fallopian tubes. 
H. Schmitz. 

*On the origin of ovarian epithelioma. W. Gardner. 

Breech presentation, report of 170 cases. R. Mohler. 

Hysterotomy and sterilization. A. Mendenhall. 

Post-partum anuria with uraemia and fatal upper abdominal haemorrhage. 
Report of a case with autopsy findings. E. Hamblen and D. Hamblen. 

Cystic fibroid with twisted pedicle simulating an ovarian cyst. M. Spivack. 

A comparative study of the Aschheim-Zondek and Mazer-Hoffman tests 
for early pregnancy. P. Brooke Bland, A. First and P. Roeder. 

*Obstetric anaesthesia and analgesia with sodium-iso-amyl-ethyl-barbitu- 
rate and nitrous-oxide-oxygen. H. Ruth and N. Paxson. 

Uterine abscess, hysterectomy, recovery. R. Lifvendahl. 

Fractured pelvis in obstetrics (with report of cases). W. Schuman. 
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Carcinoma developing in myomatous uterus after X-ray menopause. 
C. Macfarlane. 

Syphilis of the foetus and newborn infant. F. Adair. 

Samuel Bard, the author of the first textbook on obstetrics published in 
America. H. Thoms. 

Review of new books. 

Selected abstracts. Kidney disease in pregnant women. 

February, 1932. 

The newer obstetrics. A. Hill. 

*A study of thyroid activity in normal pregnancy. S. Soule. 

A consideration of Caesarean section with a survey of 1,074 cases in the 
Cleveland Registration Area in five years. A. Skeel and F. Jordan. 
What is conservatism in the treatment of Neisserian infection? D. 

Huggins. 
Abdominal total hysterectomy. E. von Graff. 
The role of focal infections in the aetiology of toxaemia of pregnancy. 
P. Toombs. 
The treatment of pus tubes. J. Baldwin. 
An eight months’ extra-uterine pregnancy calcified and retained for 40 
years. P. Titus and J. Elsaman. 
Carcinoma of the uterus complicated by tubal gestation. S. Tracy. 
Abdominal incisions. E. Sloan. 
Mural sarcoma of the uterus, with a report of 13 cases. S. Wolfe. 
Elective Caesarean section as a prophylactic measure against obstetric 
mortality and morbidity. E. Schumann. 
Additional reports on the satchel handle operation for artificial vagina. 
R. Frank and S. Geist. 
Referred pain of ureteral origin. F, Fetterman. 
Report of a case of ovarian pregnancy with comments on its aetiology. 
A. Wolliner. 
*Carcinoma of Bartholin’s gland. J. Rabinovitch. 
Ruptured corpus luteum cyst, with marked intraperitoneal haemorrhage. 
I,. Rudolph. 
Review of new books. 
Selected abstracts. Physiology of pregnancy. 
March, 1932. 
*Endometrial hyperplasia and carcinoma of the body of the uterus. 
H. Taylor. 
*The treatment of carcinoma of the cervix by vaginal hysterectomy and 
radium. L,. Adler. 
Endometrial transplantation. E. Allen. 
*Pregnancy and labour complicated by fibroid tumours. B. Watson. 
*The treatment of occipito-posterior position with special reference to 
manual rotation. W. Danforth. 
Puerperal gangrene of the extremities. F. McNalley. 
Blood guanidine base concentration in eclampsia. H. Stander. 
A proposed modification of the Aschheim-Zondek pregnancy test. T. 
Brown. F 
Chronic nephritis following apparent toxaemia of pregnancy. C. Peckham. 
Erosion, leucoplakia and the colposcope in relation to carcinoma of the 
cervix. E, Ries. 
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Posterior occiput presentation. R. Scott. 

Prolapsed umbilical cord. J. Kurzrock. 

*Observations on the use of spinal anaesthesia in abdominal obstetric 

_ operations. M, Eades. 

Primary chorion-carcinoma of the Fallopian tube, with the report of a 
case. H. Stein. 

Report of a double monster, eschiopagus. S. Lubin. 

Report of a case of abnormal foetus following radiation of the mother. 
I. Kaplan. 

Report of a case of hyperemesis gravidarum with necropsy. M. Harrison. 

A comparative study of mercurochrome and hexylresorcinol as antiseptics 
during labour. H. Henderson. 

A report of two cases of ruptured liver in the newborn. H. McNitt. 

Report of a case of acute appendicitis complicating labour with pre- 
eclamptic toxaemia. B. Rose. 

Chinese customs and traditions of childbirth with birth statistics for 
San Francisco. J. Shiang-Min Lee. 

Review of new books. 

Selected abstracts. Pathology of pregnancy. 


Regeneration of the uterine mucosa after delivery, with special reference to the 
placental site. 9 
This posthumous article by Whitridge Williams is the outcome of a 

study of 18 specimens of uteri, removed by Caesarean hysterectomy at 

post-mortem examination and at various times post-partum. The article 
is very long and contains a very full historical survey of the subject. 

Williams’s conclusions are that the entire uterine cavity, apart from 
the placental site, is re-lined by epithelium by the fourteenth day. The 
cervical mucosa is not cast off and any damage is completely restored. in 
five days. Six or seven weeks are required for the disappearance of the 
placental site. This is effected, not by absorption in situ but by a process 
of exfoliation which is brought about by the undermining of the placental 
site by the growth of endometrial tissue. 

(N.B.—The bibliography of this article was not completed owing to the 
death of Dr. Williams). 


The significance of incomplete fusion of the Miillerian ducts in pregnancy and 
parturition with a report of 35 cases. 

From his study Smith concludes that bicornute uteri of some type occur 
once in 1,500 pregnancies. No case of rupture of the pregnant horn was 
found. Patients with double uteri are less liable to become pregnant and 
more liable to premature labour and abortion. Breech and shoulder presen- 
tations are more common and manual removal of the placenta seems to 
be necessary more often. There is no increased liability to post-partum 
haemorrhage. Operative delivery, including Caesarean section, is more 
common and hence the maternal mortality is higher. There is a higher 
foetal death-rate. 


Reconstruction of the urethra and vesical sphincter by employing the levatores 
ani muscles. : 
Douglas reports an ingenious operation for the formation of a sphincter 
muscle for the bladder and a new urethra for urinary incontinence due to 
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destruction of the urethra. He has operated with complete success in this 
manner on one patient; two other patients were much relieved. 


The nature of urinary protein in eclampsia. 

Eastman finds that the urinary protein excreted in eclampsia is 
characterized by a very high globulin content which is thought to be due 
to the increased permeability of the renal tubles associated with the disease. 


The value of hypertonic glucose therapy in pre-operative and post-operative con- 
ditions. 

Polak and others, from an investigation into the properties of hyper- 
tonic glucose, have found that the intravenous injection of 50 to 100 c.c. 
of 50 per cent glucose solution is of great value in shock, dehydration, 
acidosis, and in the tired parturient woman who is a bad risk. The effect 
is shown in about five minutes after the injection. 


Pelvic endometriosis. Spontaneous rupture of endometrial cysts with a report of 
three cases. 

Novak, after a review of the clinical aspects and a discussion of the 
aetiology and histogenesis of pelvic endometriosis, reports three cases, 
and a fourth is cited from the literature, of spontaneous perforation of 
unusually large endometrial cysts, with the production of acute abdominal 
symptoms. These suggested acute appendicitis in two of the cases, in 
the thitd a presumptive diagnosis of an ovarian cyst with twisted pedicle 
had been made. In one case the symptoms suggested ectopic pregnancy 
or acute peritonitis. The author states that the possibility of this accident 
should be borne in mind when acute abdominal symptoms develop in cases 
in which the history and the pelvic findings suggest the probability of 
pelvic endometriosis. 


Observations on the use of Lugol’s solution in hyperemesis gravidarum. 

Falls finds that certain cases of pregnancy with hyperemesis present 
evidence of hyperthyroidism and are benefited by treatment for the latter 
condition. Lugol’s solution administered orally, intravenously, or intra- 
muscularly has apparently been of value both as a prophylactic and as a 
curative remedy. 


Therapeutic abortion in pulmonary tuberculosis. 

Ingraham, after a review of some German and American opinions upon 
this subject, expresses the opinion that any patient with active, or recently 
arrested phthisis runs a great risk in becoming pregnant. If, however, 
the disease has been without symptoms for two-years, she may safely 
become pregnant. 

Considering the effect of the termination of pregnancy in phthisical 
women, he found that 50 per cent improved, 10 per cent did not improve 
and 40 per cent died. He considers that abortion should be induced in 
early cases, but that advanced cases are rarely benefited by abortion. He 
favours abortion and sterilization by abdominal hyperotomy and excision 
of the Fallopian tubes. His mortality for this operation in six cases was 
16.6 per cent. If abortion is to be done, it is best carried out before the 
end of the third month; for after this time the mortality rises to 80 per 
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cent. He prefers spinal anaesthesia in spite of the fact that his mortality 
with this anaesthetic is higher than with inhalation anaesthesia. There 
are no English references in his bibliography. 


The therapeutic and diagnostic value of curettage in so-called functional uterine 
bleeding. 

Geist and Glassman being uncertain of the value of curetting as a 
curative measure analysed 142 cases of functional uterine bleeding which 
had been subjected to curettage. The operation may be of curative value 
in inflammation, polypi or subinvolution. Examination of the scrapings 
does not enable a definite prognosis to be made, but in the so-called cystic 
endometritis the possibility of cure by curettage is unlikely. 


Anterior pituitary hormone in the cerebrospinal fluid during pregnancy. 

Soule and Brown have investigated the cerebrospinal fluid in 
five pregnant women and, while their findings are essentially in accord 
with the results of others, they conclude that prolan B is either not present 
in the cerebrospinal fluid, or is present in a much less concentration than 
in the blood. This seems to indicate that the hormone from the anterior 


lobe of the pituitary is secreted into the blood and not into the cerebro- 
spinal fluid. 


On the origin of ovarian epithelioma. 

The source of the epithelioma in ovarian neoplasins is the subject of 
this study by Gardner. He thinks that he has traced the epithelial cells 
to metaplasia of the granulosa cells of the follicle. 


Obstetric anaesthesia and analgesia with sodium-iso-amyl-ethyl-barbiturate and 
nitrous-oxide-oxygen. 

The two investigators observed the effects of sodium amytal in 30 cases 
of labour in conjunction with gas and oxygen, and they conclude that the 
combination is of definite value in obstetric analgesia “particularly during 
the first and second stages of labour.’”? They are of opinion that the 
failures and deaths which have occurred by the use of this drug resulted 
from the use of the drug by ‘‘physicians who were not well versed in the 


principles of intravenous therapy, the action of the barbiturates and the 
art of anaesthesia.”’ 


A study of thyroid activity in normal pregnancy. 
Soules’s results indicate that there is an increase in the thyroid hormone 
due to physiological hyperfunction of the thyroid gland during pregnancy. 


Carcinoma of Bartholin’s gland. 

Primary carcinoma of Bartholin’s gland is a very rare occurrence. The 
total number of cases recorded is not more than 4o...The object of this 
paper by Rabinduitch is to summarize the principal pathological observa- 
tions based upon a recorded case. The salient points are the encapsula- 
tion, large size and origin from the acinar portion of the glands. There is 
a striking similarity to a malignant thyroid tumour. Since there are two 


types of epithelium in the gland, a columnar or squamous-cell carcinoma 
may develop. 
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The tumour usually manifests itself clinically in the form of a painless 
swollen mass in the labium. There may be oedema and local infiltration 
of the tissues with the advance of the disease. Pain becomes a prominent 
symptom. Necrosis of the tumour may take place when there is consider- 
able danger of mistaking the mass for an abscess. The inguinal glands 
are frequently involved. Early operation and wide excision offer the best 
hope for the patient. 


Endometrial hyperplasia and carcinoma of the body of the uterus. 

The development of carcinoma of the corpus uteri from endometrial 
polypi has frequently been reported, but has been denied by several 
writers. Clinical experience with several striking cases has indicated an 
apparent transformation of hyperplasia into carcinoma, and thus Taylor 
is unable to believe the conclusions of these writers. In a very long paper 
he discusses the relation between glandular hyperplasia, physiological 
hypertrophy and carcinoma. He finds a gradual transition from hyper- 
plasia to carcinoma. The tendency to invasion of the superficial muscle, 
the tendency to recur after curetting and finally the transformation into 
carcinoma are biological points in his argument. The presence of carcinoma 
in polypi has frequently been reported, and as the circumscribed and 
generalized forms of endometrial hyperplasia are so similar, it seems to 
him to be logical to expect that carcinoma may arise in hyperplasia also. 
It is admitted that the relative frequency of hyperplasia indicates that the 
individual patient with the disease is reasonably safe. Nevertheless, if 
the hyperplasia is marked, the case should be regarded with the same 
degree of suspicion as is now bestowed upon diffuse forms of hyperplasia 
of the breast. In patients of the menopausal age and older an adequate 
dose of radium is indicated. 


The treatment of carcinoma of the cervix by vaginal hysterectomy and radium. 

Adler has been treating carcinoma of the cervix by the extended vaginal 
operation with para-vaginal section followed by the immediate introduction 
of 50 m.g. of radium into the parametrium on each side for eight hours. 
He obtained 58.8 per cent permanent cures using post-operative radiation, 
and 12.0 per cent without post-operative radiation. On the other hand 
his absolute cures were 32.8 per cent, which compare favourably with the 
results of the ‘‘world literature’? which are 17.45 per cent. 


Pregnancy and labour complicated by fibroid tumours. 

Watson sums up the position in regard to fibroids complicating preg- 
nancy, labour and the puerperium by stating that the smaller tumours 
cause no trouble, but that every patient with a tumour of significant size 
requires careful watching. The most frequent complication is. red 
degeneration. Various other troubles may arise but generally the patient 


can be allowed to go to term, when Caesarean section or myomectomy 
should be performed. 


The treatment of occipito-posterior position with special reference to manual 
rotation. F 
Danforth states that the suggestion that an occipito-posterior position 
should be treated by placing the patient upon the side on which the occiput 
lies should be treated with the respect due to age, but his experience leads 
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him to believe that it is of little value. He is immensely pleased with 
Tarnier’s manoeuvre, which he has used in 76 cases. It failed in nine 
cases ; in eight others he did version without trying to rotate. There was 
no maternal death and no foetal death from the operation. He has now 
ceased to regard an occipito-posterior position with dread for he feels that 
in nearly all cases he can successfully deal with this condition. 






Observations on the use of spinal anaesthesia in abdominal obstetric operations. 
Eades concludes that spinal anaesthesia has a definite place in 

abdominal obstetric surgery when ether is contra-indicated. The method 

is safe only with judicious selection of cases and is contra-indicated when 

the risk is great, and in shock and haemorrhage. 

W. W. King. 


Journal of the American Medical Association. 


Vol. 98, No. 16, April 16, 1932. 
*The age of first menstruation in mothers and daughters. H. N. Gould 
and M. R. Arens. 
*Appendicitis during pregnancy. J. L. Baer, R. A. Reis, and R. A. Arens. 
Obstetric mortality. (Editorial). 
Vol. 98, No. 17, April 23, 1932. 
*Hypersensitiveness of the mother to her own milk. W. W. Duke. 
Vol. 98, No. 19, May 7, 1932. 
Caesarean uterine sutures passed from the vagina. H. S. Fist. 
Vol. 98, No. 20, May 14, 1932. 
*Haemorrhage into the stroma of the ovaries. G. J. Rukstinat. 
*The cervical pessary : a menace to health and life. H. O. Jones. 
A comparison of milk from the two breasts. (Editorial). 
Vol. 98, No. 22, May 28, 1932. 
Parturition and the posterior hypophysis. (Current comment.) 
Vol. 98, No. 24, June 11, 1932. 
Abortifacient drugs. (Bureau of Investigation). 
Vol. 98, No. 25, June 19, 1932. 
Pedicle of ovarian tumour twisted by accident. (Medico Legal). 
Vol. 98, No. 26, June 25, 1932. 
*Carcinoma of the cervix uteri: a statistical survey of 21 years of treat- 
ment. Eugene S. Auer. 
*Prophylaxis of the anaemia of premature infants. Arthur F. Abt and 
Beth, Reynolds, Nagel. 



















The age of first menstruation in mothers and daughters. 

In an analysis of a series of cases the authors consider that the number 
constituting the series is insufficient to show any real influence of the 
nationality upon the onset of the menses. In a group of women of two 
generations, drawn mostly from the Gulf Coast of America, the daughters ; 
first menstruate about three and one third months earlier than the mothers. 4 
The age of the mother at the appearance of her first menstrual period 
appears to have a demonstrable effect on the age at which the first men- 
strual’ period occurs in her daughter. A warm climate does not appear 
to have any influence upon the age at which menstruation begins. 


K 
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Appendicitis during pregnancy. 

Seventy pregnant women with normal appendices were studied 
Roéntgenologically at regular intervals throughout pregnancy and the puer- 
perium. It was found that the appendix undergoes progressive displace- 
ment upwards after the third month, reaching the level of the iliac crest at 
the end of the sixth month. It was further found that the long axis of the 
appendix rotates in an anti-clockwise direction, first becoming horizontal 
and pointing medially and, in 60 per cent of the cases, finally pointing 
vertically, at the end of the eighth month. By the end of the tenth day 
post-partum the appendix has returned to its normal position; in many 
instances it is lower than normal at this time, probably as the result of 
the general abdominal reiaxation. 

Twenty-eight cases of appendicitis complicating pregnancy were 
analyzed. These occutred among 16,543. deliveries, an incidence of 0.17 
per cent, and among 1,700 appendicectomies in adult women, an incidence 
of 1.7 per cent. The onset occurred during the second trimester of 
pregnancy in 50 per cent of the cases, at the time of beginning appendi- 
cular displacement. 

The incidence of all types of pathological change was closely comparable 
to their. incidence in non-pregnant women except in gangrenous and _ per- 
forative appendicitis which occurred five and a half and three and a half 
times more frequetitly, respectively, in the presence of pregnancy. Early 
diagnosis is often obscured by a misinterpretation of abdominal pain 
with, or without, nausea and vomiting as the usual accompaniment of 
advancing pregnancy. This results in the increased incidence of the more 
advanced and serious types of appendicitis. 

Prompt diagnosis and prompt surgical intervention offer the most 
favourable outcome to both mother and foetus. Abortion and premature 
labour are more apt to occur when the infection is no longer limited to 
the appendix but has invaded the peritoneal cavity. The later the onset 
in the course of pregnancy, the greater is the risk of premature labour. 

There is only one treatment for appendicitis, namely, prompt surgical 
removal regardless of the presence of the pregnancy. The pregnancy, on 
the other hand, should be left undisturbed, regardless of the severity of 
the appendicular involvement. 


Hypersensitiveness of the mother to her milk. 

In a patient who continued to secrete smali amounts of milk for seven 
years after her last pregnancy, it was found that local and constitutional 
reactions followed intracutaneous testing with a dilute solution of her own 
milk. Loss of sensitiveness rapidly followed the subcutaneous injection 
of breast milk. Following this, the secretion of milk ceased. This might 
prove to be a useful method of therapy in patients who continue to secrete 
milk for prolonged periods after the weaning of a baby. 


Haemorrhage into the stroma of the ovaries. 


After quoting different opinions on the facts and causes of haemorrhage 
into the ovarian stroma, the author reports’ a case he had the opportunity 
of studying. 

The ovaries were obtained, after death, from the body of a single 
woman, aged 38, who died of cardiac decompensation, The history was 
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one of scarlet fever at the age of 12 years; after which she was an invalid 
because of marked dyspnoea and oedema of the lower extremeties. 


When admitted to hospital she was suffering from laboured shallow 
respirations, about 4o per minute, a pulse only occasionally perceptible, 
and a systolic murmur audible six inches away from the chest. For six 
months she suffered from constant pain over the praecordium, cough, 
general weakness, and an exaggeration of her dyspnoea. For the last four 
weeks of this period she vomited at irregular periods but had no fever. 
She was kept with her knees elevated and received one-sixth of a grain of 
morphine sulphate and two ampoules of digitalis by injection ; she vomited 
eight times in 57 hours. Her rectal temperature was 97.2°F. until six 


hours before death, when it rose to 99°F. The body was examined two 
hours after death. 


The ovaries were twice the normal size, the cortex was blotchy from 
subserous haemorrhages, some of which measured five millimetres in 
diameter. Alternating with the haemorrhagic areas were other areas, 
grey-yellow in colour. Blood dripped from their surface when they were 
cut across. The two ovaries were altered to the same extent and in a 
similar manner. The cortex varied in thickness from 1.5 mm. to the 
thickness of the serosa in the regions of great haemorrhage. The medulla 
resembled a bloody sponge with scattered fibrous septa. In sections of both 
ovaries the prominent feature was the vast fresh haemorrhage. The red 
blood-corpuscles were well preserved, and all vessels, arteries, veins and 
capillaries, were hugely distended. The walls of the arteries were intact 
in all the sections, although frequently surrounded by the blood which 
saturated the stroma. Follicles, in any stage of development, were few, 
but corpora albicantia were in evidence, often with multiple peripheral 
bloody impregnations, continuous with the interstitial extravasations, In 
many regions nothing but blood was discernible in the central portions of 
the ovary, but towards the germinal regions columns of blood-cells, one 
cell wide, alternated with a single layer of spindle-shaped cells from the 
shredded stroma. There were two cysts in the left ovary, one in an old 
corpus luteum, the other in an atretic follicle, but there was no blood in 
the lumen of either, probably because their fluid contents withstood the 
pressure from without. The source of bleeding in both ovaries was the 
capillaries and smaller veins, in many of which actual rupture of the 
vessel was demonstrable. These vessels were usually some distance from 
the follicles, and, indeed, were best seen when associated with small 
extravasations, in an otherwise unchanged stroma. Bleeding from many 
places in the medullary part of each ovary had converted them into rough 
oval masses with bloody projections, in shape somewhat like mulberries. 
These were seen through the serosa. With this deep bleeding and the 
resulting profound distention of the ovaries there were also numerous 
more or less discrete subserous capillary haemorrhages. 


The author concludes that the ovarian haemorrhages were due to 
stasis, on the basis of the lack of evidence of inflammation coupled with 
the profound pelvic hyperaemia. This stasis in the pelvis was favoured 
by the semi-Fowler position with the knees elevated, and by the increased 
intra-abdominal pressure brought on by vomiting, 
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The cervical pessary, a menace to health and life. 

The author states that over a dozen patients have been seen at St. 
Luke’s Hospital, during the last few years, suffering from severe pelvic 
peritonitis and cellulitis, due to infections originating from the use of 
cervical pessaries. He maintains that the use of this pessary is harmful. 

He details the case of a married woman who, four months before 
admission to hospital had a cervical stem pessary inserted. She was too 
ill, on admission, to permit of a complete examination, and 40 hours after- 
wards she died. At the post-mortem examination a yellow metal pessary 
was found in the uterus; acute ulcerative endocarditis, endocervicitis, and 
thrombo-ulcerative endocarditis of the right auricle and Thebesian valve, 
mural thrombo-ulcerative endocarditis of the left ventricle, local fatty 
changes of the myocardium and the changes usually seen with septicaemia 
were also found. Cultures from the heart and uterus and of the blood 
yielded streptococcus haemolyticus. 


C. D. Read. 


Carcinoma of the cervix uteri: a statistical survey of 21 years of treatment. 

The author has investigated the results of the treatment of all cases 
of carcinoma of the cervix for the last 21 years at the Barnard Free Skin 
and Cancer Hospital. In all, 498 patients were treated and 136 did not 
receive any active treatment on account of the extent of the disease when 
they were first seen. The percentage of absolute five year cures is low in 
all cases, whatever the treatment. The best results were obtained in early 
cases (first degree) submitted to Wertheim’s operation, and from 1917 to 
1926 25 such cases thus treated produced an absolute five-year cure-rate 
of 56 per cent; whereas, the result was only 30 per cent in other similar 
cases treated during the same period by radium and deep X-ray therapy, 
but no details are given of the technique adopted in these cases. 


Prophylaxis of the anaemia of premature infants. 

The authors have made an intensive study of the anaemia which is 
present regularly in premature infants; clinical trials with controls have 
been carried out in order to attempt to find a suitable prophylactic method 
of treatment in tlrese cases. 

The best results were obtained in the group of premature infants from 
six to seven months’ gestation in which the development of the anaemia is 
most severe. It is suggested that the increasing severity of the anaemia 
which is present in ‘the more premature infant is due to an incapacity of 
the haemopoietic system which may be analogous to the incomplete 
development of the gastro-intestinal and heat regulating systems of the 
premature (infant. 

The findings in these experiments suggest that the best prophylactic 
treatment consists of the administration of liver fraction and ferrous 
ammonium citrate, starting within the first 14 days after birth with 
initial doses of one or two grammes twice daily, and increasing up to four 
grammes twice daily. It is believed that the success obtained by this 
particular treatment is due to a summation”effect which causes an increase 
in the production of haemoglobin and red blood-cells by the effect of feeding 
with liver and the administration of iron. 


John Beattie. 
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American Journal of Cancer. 


Vol. xvi, No. 3, May, 1932. 
*Ovarian neoplasms : some points in their pathology, clinical features and 
treatment. W. Blair Bell and M. M. Datnow. 
Lymphosarcoma with ovarian involvement in a child. Herman H. Van 
Horn. 


Ovarian neoplasms: some points in their pathology, clinical features and treatment. 

This paper, which is a continuation of that published in the American 
Journal of Cancer, xvi., January 1932, contains the substance of the intro- 
duction to the subject by Professor Blair Bell at the British Congress of 
Obstetrics and Gynaecology at Glasgow in 1931. 

This section deals with the clinical features. It shows that the previous 
history of the patient is of considerable importance, especially in the 
diagnosis of malignant neoplasms. The average age of the patients is 
from 42 to 50 years. The large majority of women with innocent and 
malignant ovarian neoplasms are parous. 

The symptomatology is somewhat ambiguous, ascites is not a reliable 
sign in the diagnosis, since it is frequently present with innocent sulid 
and, occasionally, with innocent cystic tumours. Abdominal pain and 
loss of weight are important indications of malignancy. 

The treatment is surgical. Operation should always be undertaken 
in cases of innocent neoplasms. In parous women, about or after the meno- 
pause, bilateral salpingo-odphorectomy is sufficient. The authors stress 
the importance of the conservative operation of resection of the cyst in 
cases in which the tumour is innocent and the patient young; they also 
stress the value of the vaginal route for the removal of ovarian cysts in 
young parous women. In conclusion the treatment of malignant neoplasms 
is discussed ; the authors state that they have found lead therapy a useful 
adjunct to surgical procedures. Radiotherapy is not recommended. Their 
own results of the treatment of malignant neoplasms are not given. 


La Gynécologie. 


March, 1932. 
Esthiomene of the vulva. Elaine Plassat. 
*New biological tests for pregnancy. E, J. Stepowski. 
April, 1932. 
*The surgery of the Fallopian tubes. Some methods and their results. 
G. Serdukoff. 


New biological tests for pregnancy. 


This article is a consideration of the value and limitations of the 
Aschheim-Zondek reaction. 


! The abstract of the former article appeared in the Journal of Obstetrics and 
Gynaecology of the British Empire, at page 386 of volume xxxix. It was 
erroneously published under the heading of American Journal of Surgery. 
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The surgery of the Fallopian tubes. Some methods and their results. 

The surgery of the Fallopian tubes in the treatment of sterility is the 
substance of this paper. The writer believes that tubal impermeability 
accounts for 70 per cent of all cases of sterility. His figures are based 
upon results obtained by insufflation and X-ray investigations. The treat- 
ment of this condition usually lies in either salpingostomy, implantation 
of the Fallopian tubes, salpingolysis, or a combination of these operations. 
Before advising any operation it is essential that every effort must be 
made to exclude the presence of old or recent infection, and at the begin- 
ning of all operations it must be ascertained whether the Fallopian tubes 
are patent, or otherwise. 

The best results are obtained after salpingostomy, and many authors 
report 100 per cent of success. The percentage of success after tubal 
implantation varies between twenty and thirty-three. The method of tubal 
implantation advised is described in detail. The essential points are the 
avoidance of handling of the Fallopian tube and the insistence of placing 
all retaining sutures through the tubal mesentery rather than through the 
tubal wall. About 30 to 4o days after the operation the results should be 
investigated by means of insufflation and radiography. It is advised that 
every case operated upon should be presented with a note certifying the 
indications for operation, the results of subsequent tubal insufflation and 
a copy of the X-ray. Normal pregnancy and labour are to be expected 
after any of these operations. 

The contra-indications for any operation for sterility are the presence 
of any inflammatory lesion in the pelvis, imperfect development of the 
uterus or ovaries, and any general condition which might, in the event of 
a pregnancy, endanger the patient’s health or life. 

A. J. Wrigley. 


Gynécologie et Obstétrique. 


Vol. xxv, No. 2, February, 1932. 
*Blood platelets during menstruation, pregnancy and the puerperium. 
E. Benhamou and A. Nouchy. 
Lateral pyocolpos. Félix Papin. 
The radical treatment of fixed retroflexion of the uterus. V. Matveev. 
The combined action of the thymus and the posterior lobe of the pituitary 
on the inert uterus. W. Laubscher. 
The treatment of uterine perforation. H. Hartmann. 
Vol. xxv, No. 3, March 1932. 
A contribution to the study of the use of the rabbit in the biological 
diagnosis of pregnancy. A. Brindeau, H. Hinglais and M. Hinglais. . 
*Clinical experiences in obstetrical anaesthesia by pernocton. R. Keller 
and E. Bohler. 
Severe pyelitis of pregnancy. E. Held. 
A modification of the operation for the temporary sterilization of the 
female. T. P. Matveieff. 
Vol. xxv, No. 4, April, 1932. 
*Incomplete hydatidiform degeneration of the placenta. M. Reeb. 
A survey of the innervation of the female genital organs. A. Binet and 
A. Beau. 
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Colpoperineorrhaphy in genital prolapse; a comparison between its 

results and those obtained by other methods. N. Hortolomei and T. 
Burghele. 

*The Manoiloff test; its value in the diagnosis of pregnancy; the results 
obtained in parturient women and in the newborn, with a contribution 
to the study of the chemistry of the test. J. Léon. 

*Fibromyomata and pregnancy. T. P. Matveieff. 

Vol. xxv, No. 5, May, 1932. 
An investigation into the acid-alkali equilibrium of the urine in preg- 
nancy. Te Lorier and Goiffon. 
A case of infiltrating hydatidiform mole. Sqynghedauw and E. Houcke. 

*Radiological studies on the circulation through the normal and the 
pathological placenta. R. Fournier. 

The formation of an artificial vagina. Henri Hartmann. 
Vol. xxv, No. 6, June, 1932. 

*The late results in cases of colpotomy. Desmarest and H. Benoit. 

*A case of chorion-carcinoma treated by X-rays. R. Keller. 

A case of multiple muscle tumours with a contribution to the study of 
the problem of cellular metamorphosis. H. Portes and FP. Isidor. 

Hernia of a five months’ gravid uterus through the anus. A. Brandao- 
Filha. 


Blood-platelets during menstruation, pregnancy and the puerperium. 

The authors stress certain conditions which should be observed to en- 
sure that platelet counts are accurate and consider the addition of 
brilliant cresyl blue to the diluting fluid makes the count easy, simple and 
exact. 
They find that the number of platelets in normal women varies between 
330,000 and 380,000 per cubic centimetre. Menstruation is accompanied 
by a fall in the number of platelets. Injections of folliculine do not make 
great changes in the count and never increase it. The menopause causes 
no change. During pregnancy there is a rise in the number of platelets, 
which reach 500,000 to 600,000 per cubic centimetre at term. During 
labour there is a fall which is most marked after delivery. The count 
rises again during the puerperium and is normal by the eighth or ninth 
day. 


Clinical experiences in obstetrical anaesthesia by pernocton. 

The authors have used pernocton in 150 confinements. The drug does 
not have any unfavourable influence on labour. The stage of dilatation 
is sometimes shortened; the second stage is not prolonged. There is no 
tendency to uterine atony, but in some cases the drug has a toxic effect 
on the child. The greatest drawback to the method is the excitement 
which sometimes occurs and may be very violent. The authors are of the 
opinion that the drug is not for use outside hospitals. 


Incomplete hydatidiform degeneration of the placenta. 

The author points out that incomplete hydatidiform degeneration of 
the placenta may affect either one section of the placenta or may be mani- 
fested by the presence of cysts scattered over the whole surface of the 
placenta. He describes an instance of the latter variety. 
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The patient, who had seven children, was admitted to hospital when six 
months pregnant because of rapidly increasing abdominal distension. She 
delivered herself of a premature living child 32 centimetres long. Delivery 
was followed by severe haemorrhage. The placenta was expressed and the 
uterus packed. The placenta was seen to be covered, on its maternal 
surface, by a multitude of vesicles, some of which were also embedded 
in the substance of the placenta. As she still continued to bleed the cavity 
of the uterus was digitally explored but only blood clot was found. 

The puerperium was normal. Curettage on the tenth day, a routine 
practice in the author’s clinic, in cases of hydatidiform mole, revealed no 
vesicles and the curettings showed only a hyperplastic stroma with an 
occasional syncytial element. A Zondek-Aschheim test, performed on the 
twentieth day, was negative. The patient was in perfect health when 
examined several months after delivery. 

Examination of the vesicles showed that the cystic change did not 
involve the whole villus, but that the vessels supplying the affected villi 
were thrombosed. 

Microscopical examination showed the following characteristics :— 

1. The stroma of the vesicles was formed by oedematous connective 
tissue cells, the centre of each vesicle being completely acellular. 

2. Epithelial elements, either Langhans’ cells or plasmodium, were 
practically absent, an occasional nodule of plasmodium being all that could 
be detected. 

3. All the vesicles and their stalks contained blood-vessels, varying 
from one to three in number. 

In considering the several theories of formation of the vesicles, par- 
ticularly with regard to the problem of whether epithelial proliferation is 
the primary factor, as Virchow and Marchand thought, or whether they 
can be formed without plasmodium or Langhans’ cell proliferation, the 
author adduces the present case in support of the latter theory. 

In contrast to the almost complete absence of vessels in the vesicles 
of complete hydatidiform moles, vessels were constantly present in this 
and other cases of incomplete hydatidiform change. In view, however, 
of the fact that such vessels as were present showed early thrombosis, 
the author inclines to the theory of formation of vesicles advanced 
by Hinselmann, namely, that the cystic change is of vascular origin, the 
thrombosed vessels being unable to carry away the fluids absorbed by 
the epithelial covering of the villi, the difference between complete and 
incomplete hydatidiform change being one of the degree of involvement 
of the villous collecting vessels. 


The Manoiloff test; its value in the diagnosis of pregnancy; the results obtained 
in parturient women and in the newborn, with a contribution to the study of 
the chemistry of the test. 

The Manoiloff reaction for the diagnosis of pregnancy was investigated, 
using Manoiloff’s original technique. In this method, five drops of fresh, 
clear serum are mixed with one cubic centimetre of a two per cent solution 
of diuretin and then with a drop of a solution of Nile blue. In positive 
cases a yellowish colour is obtained, in negative a blue or purple tint. 

In Léon’s series the test was positive only in 70 per cent of pregnant 
women during the first two months of gestation. On averaging the various 
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published percentages of positive results, the following figures were 
obtained : during the first three months, 53 per cent; during the fourth, 
fifth and sixth months, 78 per cent; during the seventh and eighth months, 
g2 per cent; and during the last month 95 per cent. Militating further 
against the usefulness of the reaction was the fact that he found positive 
results in 34 per cent of non-pregnant women. Investigating the test 
during labour he found that the yellow or orange colouration rapidly 
disappeared a few days after delivery. Using blood from the umbilical 
cord of the newborn the reaction was anomalous, a lilac colour being 
obtained. 

In an attempt to investigate the chemistry of the test, observations 
were made of both the pH and the alkali reserve of the blood, but it was 
found that the insignificant changes in the pH and the alkali reserve were 
insufficient to account for the colour changes. The author considers, 
contrary to the usual opinion, that changes in the serum do not seem 
sufficient to explain the mechanism of the reaction. 


Fibromyomata and pregnancy. 

Reviewing the management of fibromyomata during pregnancy, 
Matvieff emphasizes the value of conservative myomectomy, if surgical 
intervention becomes necessary during pregnancy. He states that the 
operation is relatively free from danger both for the mother and the child. 


Radiological studies on the circulation through the normal and the pathological 
placenta. ; 

Fournier has studied 150 placentae radiologically using a careful 
technique, which, to judge from the published radiograms, gives-a very 
complete injection of the placental vessels. His injected mass was more 
fluid than those usually employed, a‘mercurial ointment being injected 
at a temperature of 40°C. This was found to be freely fluid. 

His observations on normal placentae follow; in general, they are 
similar to those of previous observers, except that he does not consider 
that anastomoses between the arteries and the arrangement of the terminal 
capillaries are as constant in position as other observers have stated. 

With regard to the question of physiological senescence of the placenta, 
Fournier takes exception to Fraser’s statements that such ageing can be 
demonstrated radiologically. He observed no constant differences between 
the premature and the full time placenta, apart from differences in size 
and calibre of vessels, and considers that while differences do exist they 
are not sufficient in the normal placenta to modify the radiological picture. 

In cases of uniovular twins, he found that anastomones, both superficial 
and deep, were very free between the two placentae, indeed, it was often 
impossible to draw the boundary between them. In cases of binovular 
twins, an anastomosis was never seen, contrary to what some observers 
have noted. 

The section of the paper concerning pathological placentae, deals first 
with the problem of the frequent occurrence of abnormal radiological find- 
ings in the absence of any maternal or foetal disease. Such changes as 
obliteration of arteries and reduction in number of terminal vessels, in 
places corresponding to the positions of infarcts or haemorrhages, have 
been ascribed by others to normal ageing of the placenta, but Fournier 
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claims to have found such changes just as frequently in the premature 
placenta. 

In cases of albuminuria some striking X-ray photographs are shown. 
If the normal distribution of vessels be compared to a branching tree and 
the terminal capillaries to foliage, then the changes in albuminuria may 
be summarized in the statement that some of the trees, dependent on the 
severity of the case, are stripped of branches and foliage, while some 
trees are lopped off short. The calibre of the various vessels varies con- 
siderably. Similar changes are seen in eclampsia. 

In syphilitic placentae, a different picture is seen. Instead of an 
irregular vascular pattern, as in albuminuria, in syphilis the vascular 
pattern is regular and the number of vessels is uniformly reduced, but 
the calibre of all the vessels is uniformly reduced and the bunches of 
terminal capillaries are likewise reduced in size, revealing the deficient 
circulation in the cotyledons of the placenta. A comprehensive biblio- 
graphy is given. 


The late results in cases of colpotomy. 

The authors put forward a plea for the performance of posterior 
colpotomy as a method of establishing an exact anatomical diagnosis in 
cases of pelvic infection. They state that the operation itself often affects 
a cure by drainage and that many emergency and unnecessarily radical 
operations are avoided. 


A case of chorion-carcinoma treated by X-rays. 

Following total hysterectomy with removal of both appendages for a 
case of proved chorion-carcinoma, the patient rapidly developed a vaginal 
recurrence. She was given a course of X-ray treatment, employing three 
anterior and three posterior simultaneous fields, concentrated on the vagina. 
The irradiation was given daily for 19 days. Two.weeks after the end 
of the treatment no appreciable change in the size of the tumour could be 
detected. Three months afterwards, however, the lesion had disappeared. 
The author recommends the use of deep X-ray therapy in all cases as an 
adjunct to surgical intervention. 


A. A. Gemmel. 


Bulletin de la Société d’Obstétrique et de Gynécologie. 
SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE PARIS. 


No. 2, February, 1932. 

Research on the ovarian hormones in decidual metritis. Bulliard and 
Douay. 

Tubal insufflation and hystero-salpingography. Francillon-Lobre and 
M. Jean Dalsace. 

*Nine new cases of severe puerperal infection successfully treated by 
immuno-transfusion. Le Lorier, Jean Dalsace and Maurice Mayer. 

A case of puerperal septicaemia treated by immuno-transfusion. Lévy- 
Solal and Fresnay. 

Dystocia from a_ sacro-coccygeal tumour; suppurative utero-pelvic 
phlebitis in the mother; operation; fistula from the sacro-coccygeal 
tumour; operation. A. Levant, J. Ravina and M. Sureau. 

Curettage and perforation by the curette. Auvray. 
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SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE BORDEAUX. 

Vaginal hysterectomy in severe pelvic suppuration. Bégouin and 
Magendie. 

Abdominal tumour and pyelography. Guyot, J. Villar and R. Traissac. 

Wolffian epithelioma of a parovarian cyst. N. Lafond and J. Mangé. 

The treatment of uterine perforation occurring during the production of 
abortion or during curettage. J. Mangé. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE LYON. 

Congenital goitre in an infant born to a mother with goitre. Voron and 
Brochier. 

Parkinsonism treated by hyoscine throughout pregnancy; delivery of a 
living child at term. Voron, Pigeaud, and Nova. 

A polyarthritic form of gonococcal infection in the puerperium. Banssillon. 

Primary face presentation; radiography during pregnancy; foetal 
achondroplasia. Paul Trillat and Dubois, 

Extreme anteflexion of the uterus; pregnancy after radiographic 
examination with lipiodol. G. Cotte and J. Gaucherand. 

Two cases of placenta praevia treated by low Caesarean section. Paul 
Trillat. 

Dystocia from cicatricial contraction of the cervix after its amputation. 
Gonnett and Michon. 

Post-abortum phlegmasia alba dolens ; periphlebitic phlegmon of the leg; 
cure. Voron and Brochier. 

Sub-phrenic abscess unnoticed during pregnancy; death on the tenth 
day after delivery; post-mortem verification. Voron and Brochier. 

The biological diagnosis of pregnancy; 47 observations in which the 
findings, furnished biologically, were not exact. Voron and Pigeaud. 

Infants delivered by Caesarean section. and having succumbed to a 
meningeal haemorrhage. Voron, Banssillon and Pigeaud. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE 
STRASBOURG. 
*Traumatic rupture of the spleen during pregnancy. E,. Bohler. 
Death of the foetus from exaggerated torsion of the cord. P. Burgher. 
Fibrosarcoma of the uterus with haematometra. P. Burgher. 
The prophylaxis of carcinoma of the cervix. R. Keller. 
The simultaneous presence of two malignant neoplasms in the genital 
organs. Géry and Reeb. 
- Some causes of retrograde metastases, especially at the ‘level of the 
urethral meatus, in cancer of the uterus. Gunsett and Girardin. 
Chorion-epithelioma and deep X-rays. R. Keller. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE PARIS. 
No. 3, March, 1932. 
Painless and rapid normal delivery. Delalande and Levant. 
Tuberculous meningitis and pregnancy. P. Brault. 
Intra-peritoneal haemorrhage ; the first sign of a double metastatic ovarian 
tumour. Pierre Moiroud. 
#A ease of rare malformation of the female genital organs. C. Jeannin 
and M. Sureau. 
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Repeated tubal pregnancy ; histological and biological diagnosis; ovarian 
grafts. Le Lorior, J. L. Lapeyre and Maurice Mayer. 

Unicornute uterus with accessory rudimentary horn; pregnancy in the 
rudimentary horn; spontaneous rupture. P. Lantuéjoul. 

Haemorrhage from post-partum retention of the placenta; curettage; 
uterine perforation pulling the Fallopian tube into the uterus; renewed 
haemorrhage : hysterectomy; death. Levant and Weil. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE D’ALGER. 
Classical Caesarean section for placenta praevia. Jean Larribére. 
Ante-partum eclampsia; intravenous somnifene; low Caesarean section. 
J. E. Houél and H. Jahier. 

The forceps application after incision of the cervix in a woman who had 
previously had a lower segment Caesarean section. J. E. Houél. 

A case of primary epithelioma of the Fallopian tube. H. Duboucher, J. 

Montpellier and M. Lefranc. 

Acute dilatation of the stomach after a confinement with uterine inertia 
and the use of pituitary extract. J. Lartigue. 

Spontaneous evolution of a shoulder presentation. J. Lartigue. 

The endocrine reactions to an injection of the urine of a pregnant woman. 

Lafont, and Fulconis. 

Azotaemia from lack of salt during an ectopic pregnancy. Laffont, Ben- 
hamon and Malméjac. 
Splenectomy and later pregnancies. Laffont, Fulconis and Sirjean. 


REUNION OBSTETRICALE DE LILLE. 

The results of ovarian grafts. A. Gaudier and Desquéne. 
Contracted pelvis; breech presentation; low Caesarean section. Autefage. 
Double pyosalpinx following vulvo-vaginitis in a girl aged five. Decherf. 
*Haematocolpos in a girl aged sixteen and a half; incision; consecutive, 

double pyosalpinx. Decherf. 
Fibroid in the broad ligament with twisted cysts of both ovaries. 

Delannoy and Quénée. 
Anatomico-clinical study in a case of benign perforating mole. Swyng- 

hedauw and E. Houcke. 
On a case of pernicious anaemia of pregnancy. R. Palliez and P. Dupire. 
Lesions of the pelvic ureter produced during gynaecological operations. 

G. Vincent. 

SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE LYON. 
On the convalescence from Caesarean section. Michon. 
Recurrent shoulder presentation in two successive pregnancies in a cordi- 

form uterus. Rhenter and Benoit. 
The biological diagnosis at the commencement of pregnancy. Voron and 

Pigeaud. 

The clinical application of Brouha’s test for the biological diagnosis of 

pregnancy. Voron and Brochier. 

Fatal spontaneous rupture of the uterus during confinement at the fifth 

month. Trillat and Pizzéra. 
Late post-partum haemorrhage; retention of cotyledons; digital removal; 

straightforward recovery. Rhenter and Benoit. 

Production and rupture of a vulvo-vaginal thrombus during the appli- 
cation of the forceps. Trillat and Dubois. 
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Clinical symptoms and febrile manifestations of hepato-intestinal origin 
early in the puerperium. Voron and Banssillon. 

Dystocia from the after-coming head by inclination and rotation of the 
head in a breech presentation. Trillat, Gaucherand and Belly. 

Late results of a conservative operation for a uterus bicornis wnicolis ; 
normal pregnancy and confinement. R. Labry and R. Lyonnet. 





REUNION OBSTETRICALE ET GYNECOLOGIQUE DE 
MONTPELLIER. 


Malignant chorion-epithelioma. V. Riche, E. Mourgue-Molines, P. 
Lonjon and J. Cabanac. 

Chancre during pregnancy. E. Brémond and J. F, Arnaud. 

Two cases of late post-partum haemorrhage. Roume and Battle. 

Isthmic hysteropexy and pregnancy. Léon Vallois. 

Pregnancy azotaemia. FE. Brémond. 

Fibroid or ovarian cyst? V. Riche, E. Morque-Molines, and J. Cabanac. 

Uterine fibroids and intra-uterine fibroid polypus. Godlewski. 


SOCIETE BELGE DE GYNECOLOGIE ET D’OBSTETRIQUE. 


Haematogenic metrorrhagia and haemorrhages of puberty. Crousse. 
The clinical and biological study of a case of hydatidiform mole. Bourg, 
Cogniau, Rocmans. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE PARIS. 
No. 4, April, 1932. 
*A case of adhesion between the placenta and the foetal scalp. Soyer and 
Soulignac. 

Two cases of ophthalmia neonatorum successfully treated with gonococcal 
vaccine. Lemeland, 

Severe haemorrhage on the thirteenth day of the puerperium associated 
with partial retention of the placenta and uterine infection; recovery 
after hysterectomy. Lemeland. 

*Massive destruction of the spironema pallida in the placental veins. 
Manouélian. 

*Normal delivery of a healthy child, now aged three years, conceived after 
radium treatment of carcinoma cervicis. J. L. Wickham and H. Touflet. 

Discussion on the treatment of abortion. 

Discussion on the treatment of perforation of the uterus by the curette. 
Metzger and Valensi. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE LYON. 


A case of albinism in the newborn. Gonnet. 

Four cases of secondary post-partum haemorrhage. Morel. 

A case of haemorrhage on the sixth day of the puerperium cured by 
medical treatment. Voron, Pigeaud and E. Rochet. 

*Spontaneous fracture of the ribs during pregnancy. Trillat and Pizzéra. 

Congenital diaphragmatic hernia. Trillat and Belly. 

A case of lower segment Caesarean section in a case of suspected infection. 

Voron and Pigeaud, 
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An unsuccessful attempt to induce abortion for intractable vomiting with 
jaundice ; continuance of pregnancy with recovery. Trillat and Dubois. 

A case of pain in the right iliac fossa associated with a small ovarian 
dermoid cyst. Patel and Bisch, 


REUNION OBSTETRICALE ET GYNECOLOGIQUE DE NANCY. 
Puerperal infection following retention of a dead foetus; Caesarean 
hysterectomy ; death. G. Michel, R. Rousseaux and P. Bertrand. 
A case of puerperal pyaemia treated by ligature of the ovarian veins; 
recovery. Orlcheit, Hamant and Vermelin. 

A case of obstetric shock. Henri Vermelin. 

Rupture of the female urethra during coitus. André, 

A case of accidental haemorrhage associated with intra-peritoneal 
haemorrhage. A. Fruhinsholz and Louyot. 

Two cases of myomectomy during Caesarean section at term. Fruin- 
sholz and Hamant. 

*Ruptured uterus following the injection of pituitrin. L. Grimault. 

Contraceptive methods in Russia. Hamant and Guénot. 

A Krukenberg tumour. A. Hamant. 

Sareoma of the round ligament. Hamant and Bodard. 

A parovarian cyst forming a perineal fistula. Binet. 

*The injection of the genital sympathetic nerves with phenol. A, Binet. 

Leucoplakia of the cervix. Hamant and Chalnot. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE : 
STRASBOURG. 
A case of coital injury. Reeb. 
*The pathogenicity of trichonomas vaginalis. Riff. 
A new instrument for applying heat to the pelvis by the vaginal route. 
Henri Ackermann. 
Iabour in cases of complete vaginal prolapse. S, Tassovatz. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE PARIS. 
No. 5, May, 1932. 

The treatment of a case of puerperal septicaemia with the blood of a 

convalescent donor. Lemeland. 

*Tate results of early operations for carcinoma cervicis. J. L. Faure. 
Esthioméne of the vulva treated by operation. P. Brocq and E. Plassat. 
A case of post-menopausal bleeding associated with a malignant ovarian 

tumour. P. Brocq and R. Chabrut. 
Infarction of the uterus causing menopausal menorrhagia. P. Moulon- 
guet. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE BORDEAUX. 
A ¢ase of-phthisis during the puerperium. Andérodias, Mahon and 
Surville. 
Carcinomatous polypus of the cervix titeri with spontaneous delivery. 
Andérodias and Mahon. 
A case of puerperal peritonitis treated by laparotomy with recovery. R. 
Mahon, 
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Manual dilatation of the cervix during labour using spinal anaesthesia. 
Andérodias and Mahon. 

A case of corporeal Caesarean section under local anaesthesia. Chenut 
and Gautret. 

Two cases of tubal gestation forming tumours in the utero-vesical fossa. 
J. Guyot and R. Traissac. 

Radiographic examination of a specimen consisting of a bilateral hydro- 
salpinx and uterus removed by operation. Charbonnel. 

Lower segment Caesarean section for an unduly large foetus. Péry. 

Lower segment Caesarean section for a neglected shoulder presentation 
with secondary intestinal obstruction; recovery. Péry and Mangé. 

Forceps delivery of a second child in a patient who had had a lower 
segment Caesarean section following a trial of labour in her first con- 
finement. Andérodias, Gautret and Mahon, 

A case of sudden death after delivery. Andérodias and Mahon. 

A case of localized subcutaneous haemorrhage of the head and neck in 
a newborn child. Andérodias and Mahon. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE 
STRASBOURG. 

Post-operative parotitis. R. Keller. 

*The use of pernocton in the treatment of eclampsia. E. Bohler. 

The clinical signs of gangrene of the uterus. A. Dreyfus. 

Carcinoma developing in the pouch of Douglas. A. Kleinknecht, V. Ness- 
man and A. Ginglinger. 

*A dermoid cyst of the ovary showing malignant change and metastases 
in the liver. A. Kleinknécht, A. Perrot and A. Ginglinger. 

*Chylous cysts of the mesentery. M. Reiles. 


Nine new cases of severe puerperal infection successfully treated by immuno- 
transfusion. 

Seven cases were definitely puerperal sepsis but only one had a positive 
blood culture. The remaining two were cases of infection occurring during 
the puerperium. In three cases a single immuno-transfusion was sufficient, 
in five other cases it was necessary to repeat the transfusion twice. The 
temperature and the pulse-rate usually came down together. Occasionally 
the pulse-rate came down first. The treatment immediately stopped the 
rigors. The general condition was immediately and completely improved. 


Traumatic rupture of the spleen during pregnancy. 

The author records a case in which excision of the spleen was performed 
during pregnancy and the patient survived. He analyses 17 recorded cases 
and points out the difficulties of diagnosis during pregnancy. He sets the 
greatest store by a history of trauma and the signs of two haemorrhages, 
the first intracapsular and the second intraperitoneal. 


A case of rare malformation of the female genital organs. 

The author describes a patient in whom the external genital organs 
and vagina were normal but in whom there was no trace of a uterus or 
appendages. Injections of folliculin caused some abdominal pain but 
relieved her lassitude and improved her mental outlook, 
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Haematocolpos in a girl aged sixteen and a half; incision; consecutive, double 
pyosalpinx. 

On 22nd September, 1929, an incision was made for a haematocolpos 
which had been causing pain for two years. About a litre of blood escaped. 
Acute pain occurred in the right iliac fossa on 27th September, 1929, and 
an operation was performed on the diagnosis of acute. appendicitis. A 
pyosalpinx was found; it was incised and drained. Later there was 
renewal of a raised temperature with pain in the left iliac fossa. A third 
operation was undertaken and a left pyosalpinx was incised and drained. 
Convalescence from this operation was satisfactory but the patient 
continued to complain of pain in the left side. On the 17th of January 
1930, a fourth operation was undertaken. Many adhesions were present. 
The outer end of the left Fallopian tube, the left ovary and the right 
Fallopian tube were removed. The stump of the left Fallopian tube was 
sutured to the right ovary. Convalescence was uneventful, and the patient 
has menstruated_ regularly and painlessly since. 


A case of adhesions between the placenta and the foetal scalp. 

In a case of an exencephalic monster a definite adhesion, the morpro- 
logical details of which are not given, was present between the foetal 
vertex and the placenta. 


Massive destruction of the spironema pallida in the placental veins. 

In a case of intense syphilitic foetal infection the organisms were found 
in abundance in the liver, blood, and around the umbilical vein. In the 
placenta there- were but few organisms, while the veins of the villi were 
filled with macropages and polymorphonuclear leucocytes which had des- 
troyed the spironemas. The author instances the case as an example of 
the local defensive mechanism of the placenta. 


Normal delivery of a healthy child, now aged three years, conceived after radium 
treatment of carcinoma cervicis. 

This is a very remarkable case. The patient was first seen in 1927 
when she had an early carcinoma cervicis, verified by biopsy. She was 
given a course of radium, in all a dose of 5,200 mgm.-hours was adminis- 
tered. As a result of the treatment bleeding completely stopped. Twelve 
months later she was found to be seven months’ pregnant. Despite some 
anxiety a normal breech labour took place at term and a healthy female 
child was delivered. The child, now aged three years, is healthy and 
normal in every way. The mother, as yet, shows no evidence of recur- 
rence of the carcinoma. 

The authors attribute the absence of dystocia to two factors. First, the 
high filtration of radium employed, and secondly, the involvement by the 
growth of the external surface of the cervix alone. 

With regard to the more difficult problem of how conception occurred 
in view of the high dosage of radium, they cite four cases from the litera- 
ture of conception occurring after radium treatment of carcinoma cervicis. 
They recognize, however, the extreme rarity of such cases. In cases in 
which radium has been used im the treatment of fibroids, many subsequent 
conceptions are on record, the dosage of radium being smaller, 
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The normal development of the child is of interest but in considering 
the general problem of the effect of radium and the X-rays in the pro- 
duction of foetal abnormalities, the authors criticize adversely the analyses 
made by Murphy of his series of 250 deliveries after the use of radium 
and the X-rays, on which analyses much of the current opinion of their 
effects is based. 


Spontaneous fracture of the ribs during pregnancy. 

The authors describe four cases of spontaneous fracture of the ribs 
during pregnancy. In all the cases the fracture was spontaneous, involv- 
ing either the eleventh or twelfth rib and occurring during the last two 
months of the pregnancy. X-rays showed evidence of decalcification of 
the ribs, but, contrary to expectation, all the fractures united spon- 
taneously. 


Ruptured uterus following the injection of pituitrin. 
The patient gave a history of five prolonged labours, the last of which 
required the forceps for its completion. In the sixth labour the midwife gave 
‘an injection of pituitrin four hours after the onset of labour because the 
head was not advancing although the cervix was fully dilated. This 
provoked strong pains which were followed by collapse of the patient. 
Laparotomy was performed under spinal anaesthesia and a complete 
rupture of the uterus found. Hysterectomy was performed, leaving a 
Mikulicz drain in the pouch of Douglas. Recovery was uneventful and 
the patient was discharged one month later. The author draws attention 
to the danger of allowing the administration of pituitrin apart from strict 
medical supervision. 


The injection of the genital sympathetic nerves with phenol. 

Binet summarized the advantages and disadvantages of chemical 
sympathectomy, to which he now inclines, as compared with surgical 
sympathectomy. 

The advantages are simplicity, rapidity of execution, the possibility 
of reaching the sympathetic filaments in the ovarian pedicle and on the 
surface of the ovary. 

The disadvantages are the possibilities of caustic lesions, carbolic acid 
poisoning, and a slower vaso-dilator effect. His method is to inject from 15 
to 30 c.c. of a six per cent solution of tricresol, subperitoneally, at a point 
one or two centimetres above the sacral promontory and a similar quantity 
into the infundibulo-pelvic and broad ligaments. During the injection 
the surrounding peritoneum is carefully protected by swabs. He describes 
five cases in which this technique was followed without untoward results 
and in which the patients. were relieved. He does not, unfortunately, state 
fully his indications for operating. Two cases were cases of salpingitis, 
one of dysmenorrhoea, two of ovarian fibroids with retroversion of the 
uterus. For the indications for the use of the method, reference is made 
to his previous papers on surgical sympathectomy. 


The pathogenicity of trichonomas vaginalis. 
Riff found the trichonom1a v-ginal’= pre-ent in 20 per cent of a series 
of 1co gynaecolog’cal cases, chosen at random, He lis only once found 
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it in the male uretha. In his opinion the organism is only pathogenic when 
in symbiosis with other organisms and in conjunction with traumatic lesions. 
The characteristic discharge is abundant and frothy, and is associated with 
multiple minute erosions of the vaginal wall. He considers the most likely 
mode of infection to be from one patient to another, infection by the intestinal 
trichonoma being regarded as unlikely. A satisfactory method of treatment 
is the painting of the vagina with a two and a half per cent solution of silver 
nitrate followed by tampons containing glycerine and borate of soda. 


Late results of early operations for carcinoma cervicis. 

In the years 1924, 1925 and 1926, Faure treated 210 cases of carcinoma 
cervicis by extended hysterectomy. In 46 cases, or 22 per cent, the growth 
was limited to the cervix and the uterus was freely mobile. His results 
in these early cases were as follows :— 


Number of cases Bo) Wiese g oven Bede casseeAO 

Operative deaths: i359 aie ee. 2 or 4.34 per cent 
Recurrences (including cases lost sight of) ... 2 or 4.34 i 
Cures (five years) Seal Ohya ane | LER S52) SAORGENQOIGO $3 


The use of pernocton in the treatment of eclampsia. 

Bohler, following Goecke and others, has treated seven cases of 
eclampsia with injections of pernocton, using from two cubic centimetres 
to six cubic centimetres. In all cases no more fits occurred and recovery 
was rapid and complete. The fits had recurred in 26 per cent of 47 cases 
previously treated in the same clinic by Stroganoff’s method. 

Other advantages of the method over that of Stroganoff are claimed to 
be the absence of any interference with the contractions of the uterus and 
the ability to dispense with venesection, thereby making the obstetric 
management of the case more simple. 


A dermoid cyst of the ovary showing malignant change and metastases in the liver. 

A case of carcinoma developing in a typical dermoid cyst is described. 
The growth proved to be an atypical glandular carcinoma. The progress 
of the disease was very rapid from the onset of the symptoms. 


Chylous cysts of the mesentery. 
Reiles describes in detail a case of chylous mesenteric cyst and reviews 
the literature of the condition. The various theories of their formation, 
lacteal obstruction, degeneration of lymphatic glands and true lymphatic 
neoplasia, are considered without any definite conclusion being reached. 
_ Chylous cysts usually grow slowly and do not produce characteristic 
symptoms. As in the present case, they usually come to notice because 
of the increasing distension of the abdomen. The symptoms which are 
produced are of mechanical origin. 

Reiles was successful in enucleating the cyst and closing the abdomen 
without drainage. He quotes with approval Lecene’s advice on the theat- 
ment of chylous cysts as follows :— 

1. The cyst should be enucleated in cases in which it is small and not 
adherent to any large mesenteric vessel. _ 

2. If the enucleation of a larger cyst appears to be difficult the operator 
should be content with partial excision; if the difficulty is great and the 
haemorrhage severe the cysts should be marsupialized. 

A. A. Gemmell, 
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Revue Francaise de Gynécologie et d’Obstétrique. 


January, 1932. 
A biological and clinical study of hydatidiform mole and chorion 
epithelioma. R. Bourg (Brussels). 


February, 1932. 
*Partial symphysiotomy, 100 cases. Professor E. Zarate. (Buenos Aires). 
Extra-uterine pregnancy after the sixth month; two cases. Professor 
N. Markoff (Smolensk). 
Discomfort after the operation of Doléris. E. Macias de Torrés (Oviedo). 


March, 1932. 
A clinical study of puberty in females. Professor A. Binet (Nancy). 
Extramucous chlosterin cysts of the Fallopian tubes, origin and treatment. 
J. Hertz and A. Hollander (Paris). 
*Bilateral torsion of healthy Fallopian tubes. M. Senechal (Paris). 
Severe bleeding at the onset of menstruation treated by forceps on the 
cervix. R. Bonneau (Paris). 


Partial symphysiotomy, 100 cases. 

The series consisted of cases with an obstetrical conjugate diameter of 
7.8 to 9.8 centimetres. Most of the pelves were flat. One mother died 
subsequently of acute yellow atrophy of the liver. There was one case 
each of section of the bladder and vagina and of the ureter and vagina. 

Both the patients recovered. There was also a vesical fistula caused 
by pressure. This was closed later by operation. Morbidity in the puer- 
perium was observed in 24 cases and three patients had phlebitis. The 
foetal mortality was five; these fatalities occurred in spite of, rather than 
because of, the operation. F 

The method is subcutaneous division of the fibro-cartilage and most 
of the arcuate ligament, leaving intact a part of the anterior ligament, all 
the pre-urethral ligament and the anterior part of the white line rein- 
forged by the ligament of Cooper. 


Bilateral torsion of healthy Fallopian tubes. 

Until 1931 only 40 cases of torsion of the healthy Fallopian tubes had 
been recorded. In one case both sides were affected. This case is now 
described in detail. 

The patient had no history of gynaecological disease and no signs 
except the sudden onset of a catastrophy in the lower abdomen. Both 
Fallopian tubes were resected, and the patient recovered. 

The only aetiological factor discoverable is that a normal menstrual 
period had just commenced, and this is probably without significance 
The patient subsequently married and was gravely concerned that preg- 
nancy did not supervene, although the impossibility of this had been fully 
explained. However a lipiodol injection of the uterus followed by radio- 
graphy revealed a filiform lumen in the position of the Fallopian tubes. 
Laparotomy, however, showed that the stumps of the Fallopian tubes were 
completely fibrosed and occluded. An ovary was transplanted to the 
uterine cavity. 


R. C. Dodds. 
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Bruxelles Médical. 


No. 25, April 17, 1932. 
*The place of low Caesarean section in obstetrics. M. Rocmans. 
No. 28, May 8, 1932. 
Experimental research into the sympathetic nervous system of the female 
genital tract. IL. Brouha and Z. M. Bacq. 
No. 29, May 15, 1932. 
Large fibromyoma of the uterus complicating pregnancy. J. Francois. 
No. 34, June 19, 1932. 
*Haemorrhagic cyst of the corpus luteum. Jean Cahen. 


The place of low Caesarean section in obstetrics. 

Rocmans reviews the advantages and disadvantages of the two opera- 
tions of Caesarean section. He believes that the low operation has come 
up to expectations in that it was evolved in order to lessen the risk of 
peritoneal complications and to incise a non-contractile and less vascular 
part of the uterine wall. Further, it is claimed that owing to the fact 
that the low operation may be performed with comparative safety in women 
who have been several hours in labour, a very large number of premeditated 
high operations can be avoided. 

Low Caesarean section plays a greater part in the treatment of placenta 
praevia than does the classical operation. 

The author does, however, admit that the high operation need not be 
forgotten entirely, but it is seldom indicated. 


Haemorrhagic cyst of the corpus luteum. 

The corpus luteum, it appears, does not always undergo simple atrophy 
to the corpus albicans, and occasionally a cystic change, which may result 
in the production of alarming symptoms, develops. The case cited in 
this report was diagnosed as being one of‘a ruptured tubal gestation. At 
operation blood was found free in the peritoneum and this had come from 
a ruptured lutein cyst of the right ovary. Microscopical examination 
showed that the parenchyma of the ovary was normal, The corpus 
luteum itself was normal except that an excessive number of large blood- 
vessels were present around it. 

A. J. Wrigley. 


Archiv fiir Gynakologie. 


Band 147. Heft, 3. 

The genital cycle and pregnancy in the white mouse (anatomical studies 
of the ovary, uterus and vagina): the length of the genital cycle. C 
Clauberg. 

*Resemblances in the clinical symptoms of nephropathy and eclampsia in 
pregnant subjects with the activities of the posterior lobe of the hypo- 
physis. K. J. Anselmino and F. Hoffmann. 

*Evidence of the antidiuretic component of the posterior lobe of the 
hypophysis and a blood-pressure raising substance in the blood in 
nephropathy and eclampsia. F. Hoffmann and K. J. Anselmino. 

*Increase of the posterior pituitary hormone in the bleod and the nature 
and severity of clinical symptoms in nephropathy and eclampsia in 

pregnant subjects. K. J. Anselmino and F. Hoffmann, 
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The evidence of an alteration of the thyroid hormone content in the blood 
in nephropathy and eclampsia in pregnant subjects. F. Hoffmann and 
K. J. Anselmino. 

*Concerning the origin of nephropathy and eclampsia in pregnant subjects 
from hyperfunction of the posterior lobe of the hypophysis. K. J. 
Anselmino and F. Hoffmann. 

Intravenous pyelography and radiological tests of sufficiency of the vesical 
ostia of the ureters in pyelitis of pregnancy. P. Schumacher. 

The Reid Hunt reaction and eclampsia, with reference to thyroid 
function. H. O. Kleine. 

A first observation of a neuroma in the wall of the uterus in combination 
with a heterologous mesodermal mixed tumour. H. O. Kleine. 

*The significance of passages near the Fallopian tubes in nidation of the 
ovum. H. O. Kleine. 

Varieties of anastomoses between the ovarian and uterine arteries. R. 
Joachimovits. 

*Combined excision of the uterus and vagina for complete prolapse in the 
aged. A. I. Sserebroff. 

*Histological alterations in heterotope endometrioma during the different 
phases of the menstrual cycle in a case of recto-vaginal adenomyosis. 
J. Schereschewsky. 

A granulosa cell tumour in childhood. J. Pahl. 

The mode of action of the hormone of the posterior lobe of the pituitary 
on the ovary. P. Wirz and H. Goecke. 

*The Zarate technique of partial symphysiotomy. Its indications and its 
value in labour under morbid conditions as shown by the records of 100 
cases. E. Zarate. 

Congestive infarction of the ovaries in thrombosis of the ovarian vein. L,. 
Haslhofer. 

Variations in size, form and position of the pregnant uterus. Part III. 
D. A. Libow. 

The upper urinary passages during pregnancy. E. A. J. M. Hanlo. 

Aetiology of nymphomania in the cow. W. Frei. 

Band 148. Heft 1. 

The influence of castration on the functional state of the thyroid gland in 
female white rats. O. Bokelmann and W. Scheringer. 

*The results of treatment and lasting cures in carcinoma of the cervix. H. 
Kamniker. 

*X-ray diagnosis of intra-uterine death of the foetus. G. Danelius and K. 
Heyrowsky. 

*Eclampsia and the vascular system. E. Klaften. 

The modification by hormonic substances of the function of the anterior 
lobe of the pituitary, and its practical significance. L. Kraul. 

The active principle of the corpus luteum. E. Engelhart. 

Carbohydrate metabolism of puerperal subjects. N. Alders and K. Stern. 

*The significance of external pelvimetry in the diagnosis of pelvic contrac- 
tion. J. Shordania. 

Respiration and metabolism of the surviving human placenta and the 

influence of hormones thereon, together with lactic acid metabolism of 

the living placenta in gravid animals. A. Loeser. 
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Biological, serological and pharmacological researches concerning the 

seminal fluid of guinea-pigs and man. J. Granzow. 

Clinical and experimental researches concerning the hormone of the 
anterior lobe of the pituitary. K. Ehrhardt. 

*The clinical features and pathology of primary carcinoma of the Fallopian 
tube. A. Krekeler. 

Vaginal modifications, oestrus and menstruation. O. O. Fellner. 

Heft 2. 

Further researches concerning the cycle of the mucous membrane in the 
human vagina. A. R. Vinos. 

Primacy of the ovum. W. E. Tschaikowsky. 

*The choice of operation in tubal pregnancy. A. I. Sserebroft 

Researches concerning nitrogenous and protein metabolism during preg- 
nancy. Briihl. 

*The symptomatology of genital prolapse and the scope of vesico-vaginal 
interposition of the uterus and its modifications. L. Bickel. 

Modification of the protein composition of the blood-plasma during labour. 
A. von Latzka. 

*Pregnancy and influenza. M. I. Litwak. 

Comparative studies concerning the presence of fats in the human placenta 
and that of rodents. M. Yamaguchi. 

Folliculoma of the ovary. (Brenner type Blastoma). A. Mandelstamm. 

Experimental researches concerning the measurement of the uterine 
contractions by the external method. L. Deffner. 

The measurement of the uterine contractions according to Crodel: its 
practical application. M. Leuthold. 

Heft 3. 

Concerning various forms of appearance of the so-called Brenner type 
tumour of the ovary; their differentiation from granulosa cell tumours 
and classification among other ovarian tumours. R. Meyer. 

*Rare causes of severe haemorrhage during labour’ (premature detachment 
of the placenta, cervical insertion, inversion of the uterus, varicosis and 
haematoma formation). H. Naujoks. 

*Superfoetation : a decisive case. B. Féderl. 

*Concerning lymphocytic fibroma of the uterus (‘‘ Fibroma lymphangio- 
cysticum ”’ of Robert Meyer). LL. M. Motiloff. 

The oleogranuloma in the walls of dermoid cysts. E. Petrowa. 

The anatomy of the genital organs of the newborn. H. Hartmann. 

*Histological alterations in the Fallopian tube during various phases «f 
human life and in connexion with ovarian tumours. K. Tietze. 

*Concerning the post-operative course after gynaecological operations, with 
antecedent bacteriological insurance against endogenous infection. W. 
Frohlich. 

Band 149. Heft 1. 

*Clinical and experimental researches concerning the ligature of veins. E. 
Fels. 

Further observations concerning labour in macacus rhesus. C. G. Hart- 
mann and O. L. Tinklepaugh. ' 

*Considerations and observations concerning the problem of intra-uterine 
transmission of extragenital maternal tuberculosis to the ovum. J. 

Granzow. 
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*The Kristeller grip. F. A. Wahl. : 
A new-tube for the X-ray demonstration of circumscribed parts of bone. 
F. A. Wahl. 
The behaviour of the foetal circulation during labour. M. D. Guttner. 
*The treatment and prophylaxis of eclampsia. L. L. Okintschitz. 
The sensibility of the pars copulationis of the female genital organs. A. 
Hirzel. 
*The path of spread of inflammatory processes in the internal genital 
organs in the female. N.S. Iwanow. 
*The paragenital paths of ascending gonorrhoeal infection in the female. 
N..S. Iwanow. 
The first stages of the human germinal glands and their sexual differentia- 
tion. K. Higuchi. 
The finer structure of the supporting tissue of the chorionic villi. Z. v. 
Szathmary. 
*The Aschheim-Zondek pregnancy test. K. Ehrhardt. 
The oestrous cycle of the white mouse. G. Riebold. 
The carbon dioxide tension of alveolar air during pregnancy, labour and 
the puerperium. - P. Goldschmidt-Fiirstner. 
The development of radiotherapeutic injuries as a result of antecedent 
syphilitic infection. H. O. Kleine. 
*The reversal of sex by ovarian tumour (arrhenoblastoma). E. Sedlis. 


The posterior lobe of the hypophysis and the aetiology of eclampsia. (Four papers 
by Anselmino and. Hoffmann). 

Hoffmann and Anselmino believe that in hormones from the posterior 
lobe of the pituitary body they have discovered the long sought hypotheti- 
cal toxins of eclampsia. Pre-eclamptic toxicosis is characterized by oedema 
and hyperpiesia, phenomena which are explicable by over-production of the 
anti-diuretic and vaso-pressor hormones, respectively, by the posterior lobe 
pituitary body. The writers have prepared from the blood of nephropathic 
and eclamptic subjects a substance which, when injected into rabbits, 
caused diminution of the urinary flow and a rise of blood-pressure. These 
effects were absent or diminished if the substance had been rendered alka- 
line, shaken with tale or exposed to the ultra-violet rays: since the 
similarly acting hormones of the posterior lobe of the pituitary are similarly 
affected, it is taken as established that the blood in pregnancy nephropathy 
or pre-eclampsia contains increased amounts of the pituitary anti-diuretic 
and vaso-pressor hormones. These hormones, which were not detected in 
the blood of healthy pregnant or of non-pregnant persons, were present in 
amounts roughly proportional to the severity of the clinical symptoms, and 
diminished pari passu with successful treatment. Eclamptics had no 
greater hormone content in the blood than pre-eclamptics. Increase of the 
two hormones was not necessarily concomitant : e.g., in an eclamptic with 
hyperpiesia but no oedema the anti-diuretic hormone in the blood was not 
increased. Experimentally injection of pituitary extract leads to water 
retention, hyperpiesia, coma, convulsions, pulmonary oedema and/or 
haemoglobinuria, and also to visceral lesions resembling those of eclamp- 
sia. Many previous writers have stressed the importance of endocrine 
imbalance or dysfunction in the genesis of eclampsia, and the hypophysis 











Hacmat j at mled sixteen and a hall nv ision onsecutive, double 


Massive destruction of the spironema pallida in the placental veins. 

tense syphilitic foetal infection the organisims were found 
undance in the liver, blood, and around the umbilical vein. In the 
lacenta there were but few organisms, while the veins of the villi were 
filled with macropages and polymorphonuclear leucocytes which had des- 
troved the spironcmas. The author instances the case as an exainple of 


the local defensive mechanism of the placenta. 


Normal delivery of a healthy child, now aged three years, conceived aiter radium 
treatment of carcinoma cervicis. 


Mhis is a very remarkable case. The patient was first seen in 1927 
vhen she had an carly carcinoma cervicis, verified by biopsy. She was 
iven a course of radium, in all a dose of 5,200 mgm.-hours was adminis- 
tered. As a result of the treatment bleeding completely stopped. Twelve 
months later e was found to be seven months’ pregnant. Despite some 
mxicty ormal breech labour took place at term and a healthy female 
child wa cliverced Mhe child, now aged three vears, is healthy and 
normal in every way Che mother, as vet, shows no evidence of recur- 
Nee { thy woitnoma 

Phe authors attribute the absence of dystocia to two factors. First, the 


high filtration of radium employed, and secondly, the involvement by the 


rowth of the external surtace of the cervix alone. 


With regard to the more difficult problem of how conception occurred 

view of the high dosage of radiuin, they cite four cases from the litera- 

Lure ) 1 plion occurring alter radium treatment of carcinoma cervicis. 

Phey rec ize, however, the extreme rarity of such cases. In cases in 

Which radium has been used in the treatment of fibroids, many subsequent 
{ | 1j 


1] 
ptio i » record, the dosae f radium being smaller 
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spentanecous tracture ot the ribs during preguancy 


Ruptured uterus following the injection of pituitrin, 

The patient Twi history of five prolonged Jabours, the last of 
required the foreeps for its completion. Inthe sixth labour the midwife gave 
in injection of pituitrin four hours after the onset of labour because the 
head was not advancing although the cervix was fully dilated. This 
provoked strong pains which were followed by collapse of the 


patient 
Laparotomy was performed under spinal anaesthesia and a 


complet 
rupture of the uterus found. Hysterectomy was performed, leaving 


«at 
Mikulicz drain in the pouch of Douglas. 


Recovery was uneventful and 
the patient was discharged one month later. The author draws attention 
to the danger of allowing the administration of pituitrin apart from strict 
medical supervision. 


The injection of the genital sympathetic nerves with phenol. 

Binet summarized the advantages and disadvantages of chemical 
sympathectomy, to which he now inclines, as compared with surgical 
sympathectomy. 

The advantages are simplicity, rapidity of execution, the possibility 
of reaching the sympathetic filaments in the ovarian pedicle and on the 
surface of the ovary. 

The disadvantages are the possibilities of caustic lesions, carbolic acid 
poisoning, and a slower vaso-dilator effect. His method is to inject from 15 
to 30 c.c. of a six per cent solution of tricresol, subperitoneally, at a point 
one or two centimetres above the sacral promontory and a similar quantity 
into the infundibulo-pelvic and broad ligaments. During the injection 
the surrounding peritoneum is carefully protected by swabs. He describes 
five cases in which this technique was followed without untoward results 
and in which the patients were relieved. He does not, unfortunately, state 
fully his indications for operating. ‘wo cases were cases of salpingitis, 
one of dysmenorrhoea, two of ovarian fibroids with retroversion of the 
uterus. For the indications for the use of the method, reference is made 
to his previous papers on surgical sympathectomy. 


The pathogenicity of trichonomas vaginalis. 
Riff found the trichonoma vaginalis present in 20 per cent of a series 


of 100 gynaecological cases, chosen at random. He has only 


once found 
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it in the male uretha. In his opinion the organism is only pathogenic when 
in symbiosis with other organisms and in conjunction with traumatic lesions. 
The characteristic discharge is abundant and frothy, and is associated with 
multiple minute erosions of the vaginal wall. He considers the most likely 
mode of infection to be from one patient to another, infection by the intestinal 
trichonoma being regarded as unlikely. A satisfactory method of treatment 
is the painting of the vagina with a two and a half per cent solution of silver 
nitrate followed by tampons containing glycerine and borate of soda. 


Late results of early operations for carcinoma cervicis. 

In the years 1924, 1925 and 1926, Faure treated 210 cases of carcinoma 
cervicis by extended hysterectomy. In 46 cases, or 22 per cent, the growth 
was limited to the cervix and the uterus was freely mobile. His results 
in these carly cases were as follows : 


Number of cases ee ae one git otc 40 

Operative deaths... w.. eee ae ee = 2 OF) =—-4.34 Per cent 
Recurrences (including cases lost sight of) ... 2 or 4.34 
Cures (five vears) es ‘ae _ Jag ... 40 OF 90.go 2s 


ibe use of pernocton in the treatment of eclampsia. 

Bohler, following Goecke and others, has treated seven cases of 
cclampsia with injections of pernocton, using from two cubic centimetres 
to six cubic centimetres. In all cases no more fits occurred and recovery 
was rapid and complete. The fits had recurred in 26 per cent of 47 cases 
previously treated in the same clinic by Stroganoff’s method. 

Other advantages of the method over that of Stroganoff are claimed to 
be the absence of any interference with the contractions of the uterus and 
the ability to dispensc with venesection, thereby making the obstetric 
management of the case more simple. 


\ dermoid cyst of the ovary showing malignant change and metastases in the liver 

\ case of carcinoma developing in a typical dermoid cyst is described 
Phe growth proved to be an atypical glandular carcinoma. The progress 
of the disease was very rapid from the onset of the symptoms. 


Chylous cysts of the mesentery. 


Retles describes in detail a case of chylous mesenteric cyst and reviews 
the literature of the condition. The various theories of their formation, 
lacteal obstruction, degeneration of Iwimphatic glands and true lymphatic 
neoplasia, are considered without any definite conclusion being reached. 

Chylous cysts usually grow slowly and do not produce characteristic 
Viiptom \s in the present case, they usually come to notice because 
of the increasing distension of the abdomen. The svinptoms which are 
produced are of mechanical origin, 

Reiles was successful in cnucleating the cyst and closing the abdomen 
without drama Ile quotes with approval Lecene’s advice on the theat- 
Went of cavlou vsts as follows 


1. The cyst should be cnucleated in cases in which it is small and not 
wWherent to any large mesenteric vessel 

Ho the enucleation of a larger cyst appears to be difficult the operator 

nt with partial excision; if the difficulty is great and the 


) nten 


hacmorrh vere the cysts should be marsupialized. 


X. 


Gemmell, 
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Revue Francaise de Gyneécologie et d’Obstétrique. 


January, 1932. 
A biological and clinical study of hydatidiform mole and chorion 
epithelioma. R. Bourg (Brussels). 
February, 1932. 
*Partial symphysiotomy, 100 cases. Professor E. Zarate. (Buenos Aires). 
Extra-uterine pregnancy after the sixth month; two cases. Professor 
N.- Markott (Smolensk). 
Discomfort after the operation of Doléris. FE. Macias de Torrés (Oviedo) 
March, 1932. 
A clinical study of puberty in females. Professor :\. Binet (Nancy). 
Extramucous chlosterin cysts of the Fallopian tubes, origin and treatment, 
J. Hertz and A. Hollander (Paris). 
*Rilateral torsion of healthy Fallopian tubes. M. Senechal (Paris). 
Severe bleeding at the onset of menstruation treated by forceps on the 
cervix. R. Bonneau (Paris). 


Partial symphysiotomy, 100 cases. 

The series consisted of cases with an obstetrical conjugate diameter of 
7.8 to g.8 centimetres. Most of the pelves were flat. One mother died 
subsequently of acute yellow atrophy of the liver. ‘There was one case 
each of section of the bladder and vagina and of the ureter and vagina. 

Both the patients recovered. There was also a vesical fistula caused 
by pressure. This was closed later by operation. Morbidity in the puer- 
perium was observed in 24 cases and three patients had phlebitis. The 
foetal mortality was five; these fatalities occurred in spite of, rather than 
because of, the operation. 

The method is subcutaneous division of the fibro-cartilage and most 
of the arcuate ligament, leaving intact a part of the anterior ligament, all 
the pre-urethral Hgament and the anterior part of the white line rein- 
forced by the ligament of Cooper. 


Bilateral torsion of healthy Fallopian tubes. 

Until 1931 only go cases of torsion of the healthy Fallopian tubes had 
been recorded. In one case both sides were affected. This case is now 
described in detail. 

The patient had no history of gynaecological disease and no signs 
except the sudden onset of a catastrophy in the lower abdomen. Both 
Fallopian tubes were resected, and the patient recovered. 

The only aetiological factor discoverable is that a normal menstrual 
period had just commenced, and this is probably without significance 
The patient subsequently married and was gravely concerned that preg: 
nancy did not supervene, although the impossibility of this had been fully 
explained. However a lipiodol injection of the uterus followed by radio- 
graphy revealed a filiform lumen in the position of the Fallopian tubes. 
Laparotomy, however, showed that the stumps of the Fallopian tubes were 
completely fibroscd and occluded. An ovary was transplanted to the 
uterine cavity. 


R. C. Dodds 
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to 


Bruxelles Médical. 


No. 25, April 17, 1932. 
*The place of low Caesarean section in obstetrics. M. Rocmans. 
No. 28, May 8, 1932. : 
Experimental research into the sympathetic nervous system of the female 
genital tract. I. Brouha and Z. M. Bacq. 
No. 29, May 15, 1932. 
Large fibromyoma of the uterus complicating pregnancy. J. Francois 
No. 34, June 19, 1932. 
*Haemorrhagic cyst of the corpus luteum. Jean Cahen. 


The place of low Caesarean section in obstetrics. 

Rocmans reviews the advantages and disadvantages of the two opera- 
tions of Caesarean section. He believes that the low operation has come 
up to expectations in that it was evolved in order to lessen the risk of 
peritoneal complications and to incise a non-contractile and less vascular 
part of the uterine wall. Further, it is claimed that owing to the fact 
that the low operation may be performed with comparative safety in women 
who have been several hours in labour, a very large number of premeditated 
high operations can be avoided. 

low Caesarean section plays a greater part in the treatment of placenta 
praevia than docs the classical operation. 

The author does, however, admit that the high operation need not be 
forgotten entirely, but it is seldom indicated. 


Haemorrhagic cyst of the corpus luteum. 

The corpus luteum, it appears, does not always undergo simple atrophy 
to the corpus albicans, and occasionally a cystic change, which may result 
in the production of alarming symptoms, develops. The case cited in 
this report was diagnosed as being one of a ruptured tubal gestation. At 
operation blood was found free in the peritoneum and this had come from 
a ruptured lutein cyst of the right ovary. Microscopical examination 
showed that the parenchyma of the ovary was normal. The corpus 
luteum itself was normal except that an excessive number of large blood- 
vessels were present around it. 

A. J. Wrigley. 


Archiv fur Gynakologie. 
Band 147. Heft, 3. 

The genital cycle and pregnancy in the white mouse (anatomical studies 
of the ovary, uterus and vagina): the length of the genital cycle. C 
Clauberg. 

*Resemblances in the clinical symptoms of nephropathy and eclampsia in 
pregnant subjects with the activities of the posterior lobe of the hypo- 
physis. Kk. J. Anselmino and F. Hoffmann. 

*Evidence of the antidiuretic component of the posterior lobe of the 
hypophysis and a_ blood-pressure raising substance in the blood in 
nephropathy and eclampsia. F. Hoffmann and K. J. Anselmino. 

*Increase of the posterior pituitary hormone in the blood and the nature 
and severity of clinical symptoms in nephropathy and eclampsia in 

pregnant subjects. K. J. Anselmino and F. Hoffmann, 
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The evidence of an alteration of the thyroid hormone content in the blood 
in nephropathy and eclampsia in pregnant subjects. F. Hoffmann and 
Kk. J. Anselmino. 

*Concerning the origin of nephropathy and eclampsia in pregnant subjects 
from hyperfunction of the posterior lobe of the hypophysis. hee 
Anselmino and F. Hoffmann. 

Intravenous pyelography and radiological tests of sutticiency of the vesical 
ostia of the ureters in pyelitis of pregnancy. P. Schumacher. 

The Reid Hunt reaction and eclampsia, with reference to thyroid 
function. H. O. Kleine. 

A first observation of a neuroma in the wall of the uterus in combination 
with a heterologous mesodermal mixed tumour. H. O. Kleine. 

*The significance of passages near the Fallopian tubes in nidation of the 
ovum. H. O. Kleine. 

Varieties of anastomoses between the ovarian and uterine arteries. R. 
Joachimovits. 

*Combined excision of the uterus and vagina for complete prolapse in the 
aged. A. I. Sserebroff. 

*Histological alterations in heterotope endometrioma during the different 
phases of the menstrual cycle in a case of recto-vaginal adenomyosis. 
J. Schereschewsky. 

A granulosa cell tumour in childhood. J. Pahl. 

The mode of action of the hormone of the posterior lobe of the pituitary 
on the ovary. P. Wirz and H. Goecke. 

*The Zarate technique of partial symphysiotomy. Its indications and its 
value in labour under morbid conditions as shown by the records of 100 
cases. E. Zarate. 

Congestive infarction of the ovaries in thrombosis of the ovarian vein. I,. 
Haslhofer. 

Variations in size, form and position of the pregnant uterus. Part III. 
D. A. Libow. 

The upper urinary passages during pregnancy. E. A. J. M. Hanlo. 

Aetiology of nymphomania in the cow. W. Frei. 

Band 148. Heft 1. 

The influence of castration on the functional state of the thyroid gland in 
female white rats. O. Bokelmann and W. Scheringer. 

*The results of treatment and lasting cures in carcinoma of the cervix. H. 
Kamniker. 

*X-ray diagnosis of intra-uterine death of the foetus. G. Danelius and K. 
Heyrowsky. 

*Eclampsia and the vascular system. E. Klaften. 

The modification by hormonic substances of the function of the anterior 
lobe of the pituitary, and its practical significance. [. Kraul. 

The active principle of the corpus luteum. E. Engelhart. 

Carbohydrate metabolism of puerperal subjects. N. Alders and K. Stern. 

*The significance of external pelvimetry in the diagnosis of pelvic contrac- 
tion. J. Shordania. 

Respiration and metabolism of the surviving human placenta and the 
influence of hormones thereon, together with lactic acid metabolism of 
the living placenta in gravid animals. A. J.oeser. 
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Biological, serological and pharmacological researches concerning the 
seminal fluid of guinea-pigs and man. J. Granzow. 

Clinical and experimental researches concerning the hormone of the 
anterior lobe of the pituitary. K. Ehrhardt. 

*The clinical features and pathology of primary carcinoma of the Fallopian 
tube. A. Krekeler. 

Vaginal modifications, oestrus and menstruation. O. 0. Fellner. 

Heit: 2; 

Further researches concerning the cycle of the mucous membrane in the 
human vagina. A. R. Vinos. 

Primacy of the ovum. W. E. Tschaikowsky. 

*The choice of operation in tubal pregnancy. A. I. Sserebroft 

Researches concerning nitrogenous and protein metabolism during preg- 
nancy. Briihl. 

*The symptomatology of genital prolapse and the scope ef vesico-vaginal 
interposition of the uterus and its modifications. I,. Bickel. 

Modification of the protein composition of the blood-plasma during labour 
A. von Latzka. 

*Pregnancy and influenza. M. I. Litwak. 

Comparative studies concerning the presence of fats in the human placenta 
and that of rodents. M. Yamaguchi. 

Folliculoma of the ovary. (Brenner type Blastoma). A. Mandelstamm. 

Experimental researches concerning the measurement of the uterine 
contractions by the external method. L. Definer. 

The measurement of the uterine contractions according to Crodel: its 
practical application. M. Leuthold. 

Heft 3. 

Concerning various forms of appearance of the so-called Brenner type 
tumour of the ovary; their differentiation from granulosa cell tumours 
and classification among other ovarian tumours. R. Meyer. 

*Rare causes of severe haemorrhage during labour; (premature detachment 
of the placenta, cervical insertion, inversion of the uterus, varicosis and 
haematoma formation). H. Naujoks. 

*Superfoetation : a decisive case. B. Foéderl,. 

*Concerning lymphocytic fibroma of the uterus (‘‘ Fibroma lymphangio- 
evsticum *? of Robert Mever). I. M. Motiloff. 

The oleogranuloma in the walls of dermoid cysts. E. Petrowa. 

The anatomy of the genital organs of the newborn. H. Hartmann. 

*Histological alterations in the Fallopian tube during various phases «f 
human life and in connexion with ovarian tumours. K. Tietze. 

*Concerning the post-operative course after gynaecological operations, with 
antecedent bacteriological insurance against endogenous infection. W 
Frohlich. 

Band 149. Heft 1. 

*Clinical and experimental researches concerning the ligature of veins. E. 
Fels. 

Further observations concerning labour in macacus rhesus. C. G. Hart- 
mann and O. 1. Tinklepaugh. 

*Considerations and observations concerning the problem of intra-uterine 

transmission of cxtragenital maternal tuberculosis to the ovum. J. 
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*The Kristeller grip. F. A. Wahl. 

A new tube for the X-ray demonstration of circumscribed parts of bone. 
F. A. Wahl. 

The behaviour of the foetal circulation during labour. M. D. Guttner. 

*The treatment and prophylaxis of eclampsia. LL. L.. Okintschitz. 

The sensibility of the pars copulationis of the female genital organs. A. 
Hirzel. 

*The path of spread of inflammatory processes in the internal genital 
organs in the female. N.S. Iwanow. 


*The paragenital paths of ascending gonorrhoeal infection in the female. 


N. S. Iwanow. 

The first stages of the human germinal glands and their sexual differentia- 
tion. K. Higuchi. 

The finer structure of the supporting tissue of the chorionic villi. Z. \ 
Szathmary. 

*The Aschheim-Zondek pregnancy test. K. Ehrhardt. 

The oestrous cycle of the white mouse. G. Riebold. 

The carbon dioxide tension of alveolar air during pregnancy, labour and 
the puerperium. P. Goldschmidt-Firstner. 

The development of radiotherapeutic injuries as a result of antecedent 
syphilitic infection. H. O. Kleine. 

*The reversal of sex by ovarian tumour (arrhenoblastoma). E. Sedlis. 


The posterior lobe of the hypophysis and the aetiology of eclampsia. (Four papers 
by Anselmino and Hoffmann). 

Hoffmann and Anselmino believe that in hormones from the posterior 
lobe of the pituitary body they have discovered the long sought hypotheti- 
cal toxins of eclampsia. Pre-eclamptic toxicosis is characterized by oedema 
and hyperpiesia, phenomena which are explicable by over-production of the 
anti-diuretic and vaso-pressor hormones, réspectively, by the posterior lobe 
pituitary body. The writers have prepared from the blood of nephropathic 
and eclamptic subjects a substance which, when injected into rabbits, 
caused diminution of the urinary flow and a rise of blood-pressure. These 
effects were absent or diminished if the substance had been rendered alka- 
line, shaken with tale or exposed to the ultra-violet rays: since the 
similarly acting hormones of the posterior lobe of the pituitary are similarly 
affected, it is taken as established that the blood in pregnancy nephropathy 
or pre-eclampsia contains increased amounts of the pituitary anti-diuretic 
and vaso-pressor hormones. These hormones, which were not detected in 
the blood of healthy pregnant or of non-pregnant persons, were present in 
amounts roughly proportional to the severity of the clinical symptoms, and 
diminished pari passu with successful treatment. Eclamptics had no 
greater hormone content in the blood than pre-eclamptics. Increase of the 
two hormones was not necessarily concomitant : ¢.g., in an eclamptic with 
hyperpiesia but no oedema the anti-diuretic hormone in the blood was not 
increased. Experimentally injection of pituitary extract leads to wate 
retention, hyperpiesia, coma, convulsions, pulmonary oedema and/or 
haemoglobinuria, and also to visceral lesions resembling those of cclamp- 
sia. Many previous writers have stressed the importance of endocrine 
imbalance or dysfunction in the genesis of eclampsia, and the hy pophysis 





654 Journal of Obstetrics and Gynaecology 


in particular has been incriminated—although without direct evidence—by 
Hofbauer, Kiistner and Rossenbeck. 


The significance of passages near the Fallopian tubes in the nidation of the ovum. 

An illustrated histological description is given of two cases in which 2 
sinuous passage was demonstrated in the neighbourhood of the Fallopian 
tube; the passage was lined by cylindrical and partially by ciliated epi- 
thelium and ran from the isthmus of the Fallopian tube to come to the 
surface in the ampullary region. In one case a tubal gestation in the 
abnormal passage had ruptured: decidual reaction was well marked in 
this but absent from the oviduct proper. In both cases the abdominal 
ostium was closed and it is inferred that in the gravid case the ovum had 
entered and become established in the pathological duct. Antecedent in- 
flammation (endomyosalpingitis) is regarded as having caused the forma- 
tion of the new passages, but a septate condition of the true Fallopian tube, 
through adherence of the endotubal folds, constituted the only evidence in 
the gravid Fallopian tube. 


Combined excision of the uterus and vagina for complete prolapse in the aged. 

A record of 23 operations by Okintschitz, who has used this method in 
in old subjects (without vita sexualis) since 1916, is given. The vagina and 
uterus are removed together, the original incision being a circular one at 
the introitus. The ligatured pedicles of the two sides having been tied 
together, the prolapsing pelvic floor is invaginated through three or four 
purse string sutures and the margins of the introitus sutured transversely. 
The age of the patients varied from 55 to 74, the duration of the prolapse 
from three to 25 years: there was no mortality and no recurrence was 
found among 13 patients whose fate could be traced after a maximum period 
of four years. — 


Histological alterations in heterotope endometrioma during the different phases of 
the menstrual cycle in a case of recto-vaginal adenomyosis. 

Examination of fragments excised from a recurrent nodule in a case of 
adenomyosis of the recto-vaginal septum showed that cyclical changes 
occurred which resembled in the finest details those of the endometrial 
cycle : actual menstrual necrosis was seen, also a decidual reaction of the 
stroma. 


The Zarate technique of partial symphysiotomy. Its indications and its value in 
labour under morbid conditions as shown by the records of 100 cases. 

Zarate records 100 operations with one lethal case (death the day after 
operation from yellow atrophy of the liver). The flattened pelvis predomin- 
ated and the true conjugate diameter, as estimated by the subtraction of 1.5 
cm. from the diagonal conjugate, varied from 7.8 to 9.8 cin. There were two 
cases of vulval oedema and haematoma, one of wound of the vagina and 
urethra, and one of injury to the vagina and bladder. The loss of blood 
did not exceed four grammes except in one case. Only five foetfis did not 
survive. Healing was invariably by first intention. There were 24 cases 
of puerperal fever and three of phlebitis, but three-quarters of the patients 
were in labour when admitted to hospital. Zarate remarks that partial 
symmphysiotomy is the simplest and safest of obstetric operations and 
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should be taught to the general practitioner: it is contra-indicated by a 
true conjugate diameter of less than 8 cm., by tetanic contraction of the 
uterus, and by the presence of a rigid cervix and rigid soft parts in primi- 
parae. The patient should remain in bed for three weeks after delivery. 


The results of treatment and lasting cures in carcinoma of the cervix. 

The author analyses 552 unselected cases of cancer of the cervix treated 
at the Universitats-Frauenklinik in Vienua by Peham from 1921 to 1925. 
Operation was performed in 304 cases; in 236 of these cases extended 
vaginal hysterectomy was done, both adnexa being removed in 127 and one 
in 19 cases ; the primary mortality after this operation was 6.3 per cent. Five- 
years’ cure after this operation was established in 48.3 per cent; 61.9, 43.8, 
48 per cent in Groups I, II] and III respectively. Five-years’ cures among 
the less favourable cases selected for combined operative and radiation 
treatment amounted to 4.2 per cent. Among the whole series of 552, five- 
years’ cure was obtained in 27.9 per cent, or in 30.1 per cent if 21 hopeless 
and untreated cases, as well as those declining treatment or dying of inter- 
current diseases, be deducted. Kamniker believes that when the results of 
the five years immediately past come to be worked out, recent improvements 
in radiological technique will show more favourable percentages. He 
furnishes evidence that supplementary X-ray or radium treatment after 
operation has improved the mortality by 18 per cent; in this calculation 
the primary and intercurrent deaths and Group IV cases have been 
deducted. 


X-ray diagnosis of intra-uterine death of the foetus. 
Three cases are illustrated in which foetal death was established radio- 
logically during labour. Spalding’s sign was present in all. 


Eclampsia and the vascular system. 

Klaften reports 500 cases in which the cardio-vascular system of preg- 
nant women was examined by ordinary clinical methods, radiology, 
estimation of red-cell sedimentation time, the capillary microscope, and 
observation of the retinal vessels. The function of the vascular system was 
thus assessed on lines broadly corresponding to those worked out by Pal. 
Special attention was given to cases of eclampsia and pre-eclampsia, of 
nephropathy and of post-scarlatinal cardio-vascular affection. In preg- 
nancy hypertension he distinguishes between (1) a group with a morbid 
functional condition of the vascular system, physico-chemical alterations 
in the mural musculature; (2) a group with anatomical (atheromatous) 
alterations ; (3) a group with constitutonial vascular hypoplasia; (4) a group 
of young pregnant subjects with narrow, not fully developed vascular 
channels. The first group is subdivided into primary and toxogenous 
hypertonia. Although the eclamptic and allied cases in the series are too 
few to permit of definite conclusions, Klaften concludes that vascular 
alterations play a considerable part in the production of eclampsia. 


The significance of external pelvimetry in the diagnosis of pelvic contraction. 
Koerner (Zentralb. Gynik., 1928, No. 6) has stated that the ‘lateral con- 
jugate,’? measured from the anterior to the posterior superior iliac spine, 
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shows a proportion in comparison with the true conjugate which has con- 
siderable constancy; and that it signifies clinically that with a dimension 
of 12.5 cm., or less (normal 14.5), spontaneous delivery of a live foetus is 
impossible. Shordania in 93 museum pelves from women of reproductive 
age compared the true conjugate with the dimensions, including the lateral 
conjugate, which are estimated clinically, and found that the diagonal 
conjugate is most closely proportional to the true conjugate, of which the 
lateral conjugate furnishes a much less reliable index. Pelvimetry in 250 
patients showed that the external conjugate gave a more reliable clue than 
the lateral to the diagonal, and, therefore, to the true conjugate : and the 
same conclusion was derived from 52 cases of labour in which the external 
conjugate was 17.5 cm., or less. 


The clinical features and pathclogy of primary carcinoma of the Fallopian tube. 

Krekeler describes one case of unilateral and one of bilateral primary 
carcinoma of the Fallopian tube. In each case a sausage or retort shaped 
tumour of the outer two-thirds of the Fallopian tube showed internally 
multiple tumour-nodules, consisting in the smaller ones of papillary and 
in the larger of alveolar carcinoma. Clinically the most significant feature 
was a blood-stained serous vaginal discharge: the pre-operative diagnosis 
of adnexal inflammation with haematosalpinx or hydrosalpinx included a 
suspicion of tubal carcinoma. 


The choice of operation in tubal pregnancy. 

Sserebroff reports from a Leningrad gynaecological clinic the high 
proportion of 27 per cent of tubal pregnancies among 1,575 laparotomies 
from 1923 to 1929. Of these 425 operations 5.2 per cent were for recurrent 
tubal pregnancy. In a series of 97 patients who were traced no fewer than 
17.5 per cent were found to have had another tubal pregnancy within three 
to seven years. Of the same patients 52 per cent had remained sterile, 
18.6 per cent had had children and 13.4 had had abortions. It is concluded 
that the routine extirpation of the apparently healthy Fallopian tube is 
called for in operations for tubal pregnancy : exceptions are found in child- 
less patients, especially those who are still young, and when the patient 
very earnestly desires to have other children. 


The symptomatology of genital prolapse and the scope of vesico-vaginal interposition 
of the uterus and its modifications. 

At Wagner’s clinic (Charité) in Berlin 233 operations for prolapse 
comprised 58 per cent of vesico-vaginal interpositions (Wertheim-Schauta), 
line per cent of Kiclland’s interpositions, nine per cent of interpositions of 
a uterine stump or of a uterus artificially diminished in size during opera- 
tion, 28 per cent of colpo-perineorrhaphies, three per cent of the last named 
in combination with ventral fixation, and seven per cent of vaginal 
shortening of the ligaments. In explanation of the large proportion of 
interposition Operations it is said that this operation is justifiable, in com- 
bination with sterilization, in women of child bearing age who have large 
eystococles and severe subjective symptoms; that no uterus is too small 
to be used in the operation; and that the large myomatous or other uterus 
can be adapted by amputation of the corpus and use of the stump.  After- 
examination of 167 cases of vesico-vaginal interposition done from six to 33 
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months previously showed that almost every one was free from bearing- 
down pain; four-fifths were free from vesical symptoms, two-thirds from 
backache. Roughly 97.5 per cent of the go patients when examined were 
{ree from recurrence of cystocoele, rectocoele or descensus. The 107 cases 
included 22 in which sterilization had to be carried out, invariably 
associated with curetting. There were five deaths (three from embolus) 
including one from secondary haemorrhage. The results of interposition 
of the stump of the uterus were uniformly good. Surgically to diminish 
the size of the uterus and at the same sitting to interpose is dangerous, and 
supravaginal amputation is preferable. 


Pregnancy and influenza. 

From consideration of 61 cases of influenza associated with pregnancy, 
treated in Leningrad during an epidemic in 1927 and 1928—36 during 
pregnancy, two during labour and 25 during the puerperium—Litwak con- 
cludes that respiratory complications are specially common in those 
patients infected with influenza shortly before premature or full-time 
parturition and that the mortality is much less in those who are infected 
after labour. Association with influenza increases the risk of autogenous 
puerperal infection. In the present series the foetal mortality was 20 per 
cent. Titwak is against the induction of premature labour in these cases, 
and thinks that acceleration of labour, except by low forceps application, is 
inadvisable. 


Rare causes of severe haemorrhage during labour (premature detachment of the 
placenta, insertion, inversion of the uterus, varicosis and haematoma formation). 
Haematomata of the uterine wall may be early manifestations of a 

toxicosis of which a later and more severe consequence may be acute 

placental detachment. In addition to the well known signs admixture of 
blood with the liquor amnii, first detected when the membranes rupture, 
may point to important haematoma formation : in an illustrative case here 
described this sign led to Caesarean section and the delivery of a living 
foetus 14 days before term in a patient with normal urine and a normal 
blood-pressure. In another case the uterus, removed with the contained 
foetus for accidental haemorrhage, showed microscopically that blood 
effusions in the myometrium were present in the subserous zones but 
absent in the inner zones, even in the neighbourhood of the haematoma. 
In a third case the uterus, although its wall contained numerous haemato- 
mata, was conserved after Caesarean section in a woman aged twenty-four, 
who had a normal labour two years later. Turning to cervical insertion of 
the placenta Naujoks records (1) a case of placenta cervicalis inereta in 
which induction at the seventh month was followed by severe haemorrhage, 
made worse by the insertion of a tampon, and which terminated lethally 
after hysterectomy; (2) a lethal case of haemorrhage after spontaneous 
miscarriage at the fourth month (placenta cervicalis non-accreta). Here 
also tamponnage appeared harmful; the uterus was removed vaginally. 

Naujoks states that speedy and radical operation is more strongly indicated 

in cervical placentation than in any other morbid obstetric condition. 

According to Naujoks varicosis in the genital zone is more important than 

is generally recognized, and may have serious consequences during and 
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after parturitioi—especially the formation of haematomata. For haema- 
toma of the broad ligament conservative treatment is recommended. Small 
superficial haematomata should not be incised: in large ones incision is 


only to be undertaken on vital indications. Late incision, after the elapse 
of some weeks, is sometimes necessary, since spontaneous resorption és 
extremely slow. 


Superioetation: a decisive case. 

Robert Meyer has denied that superfoetation is possible, but the rare 
occurrence of menstruation during pregnancy shows that ovulation is then 
soletimes possible, and the mechanical hindrance to the union of ovum 
iid) spermatozoon by decidual plugging of the uterine ostium of the 
Fallopian tubes is sometimes absent. Probably, therefore, superfoetation 
inay occur occasionally, before the union of the decidua vera and reflexa 
at the end of the third month. A case is recorded in which, two days after 
the expulsion of a fresh embryo 15 cm. long, exploration of the uterus 
revealed a placental mass containing a fresh embryo 16 mm. long; this was 
demonstrated by histological examination of the placenta, membranes and 
viscera to be about six weeks old and eight or nine weeks younger than 
the larger foetus. Such a case is much less likely to be fallacious than 
those of expulsion of apparently full time and. apparently premature foettfis, 
or of simultaneous carrying of uterine and extra-uterine foettis of appar- 
ently different ages. 


Concerning lymphocytic fibroma of the uterus (‘‘Fibroma iymphangiocysticum” of 

Robert Meyer). 

‘Two more cases of this rare tumour are described in great detail. They 
showed narrowing of the lumina of the blood-vessels, irregularity of the 
lymph spaces, regression signs, and numerous giant cells, largely pert- 
adventitial. From the microscopic characters the diagnosis of malignancy 
is tempting, but the clinical details are not conclusive on this point; 
although in one of the cases here described the tissue excised from 4 
neighbouring and adherent tumour on the pelvic wall showed with 
certainty the characters of a mixed-cell sarcoma without atypical nuclei 
and without yiant cells. 


Histological alterations in the Fallopian tube during various phases of human life 
in connexion with ovarian tumours. 

From an examination of 70 normal Fallopian tubes from foettis, children 
and women of various ages, and comparison with the Fallopian tubes in 
certain cases of malignant ovarian tumours at various ages, it is concluded 
that the tubal structure reflects the hormonal position of the individual. 
Phere is a similarity in the structure of the connective tissue in the folds, 
ind also in the size, arrangement and ciliation of the epithelium (1) between 
the foetal Fallopian tube and that of the period of sexual maturity and (2) 
hetween the Fallopian tube in children before puberty and that of women 
heyond the menopause. During foetal life, as in sexual maturity, folliculin 
md the hypophyseal hormones have greater chances of access to the 


Fallopian tubes ; and similar signs of activity are found then. 
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Concerning the post-operative course after gynaecological operations, with ante 
cedent bacteriological insurance against endogenous infection. 

In 1901, 1910 and 1920, respectively, the ratio of mortality from puerperal 
fever to that from post-abortum fever in certain large Swiss states was 
32:7, 21:28, and 27:36. At Walthard’s clinic Traugott found in 138 con- 
servatively treated streptococcal abortions a mortality and morbidity ot 
2.2 per cent and 2.9 per cent respectively : after curetting the corresponding 
figures were 14.1 per cent and 18.1 per cent. The time at which curetting 
becomes free from danger was found to be determined not by the disappear- 
ance of pyrexia but by the disappearance of streptococci from the uterine 
secretion. Schotmiiller found, in a study of 231 lethal cases of fever after 
abortion, that non-haemolytic, chiefly anaerobic streptococci, and haemoly- 
tic streptococci were found with equal frequency (72 cases each) in the 
blood or peritoneal pus. Other evidence favouring conservative or 
expectant treatment is reviewed fully. Increasing numbers of workers 
advocate the latter, in which operation is deferred to an apyrexial phase, 
but Winter and Walthard are almost alone in relying on a bactericlogical 
guarantee of safety. To obtain such a guarantee has become easier since 
the introduction of the Ruge-Philipp test (estimation of the rate of growth 
of the germs from the uterine secretion after admixture with each patient’s 
defibrinated blood, 1923. Not all observers concede that the Ruge-Philipp 
test is of service, but Bumm contrasts one death in 68 radical operations 
for uterine cancer in patients in whom the cervical streptococci were 
avirulent according to the Ruge-Philipp test, with four lethal and one 
septic sequelae in five patients harbouring Ruge-Philipp virulent strep- 
tococci. Warnekros has reported an uneventful recovery in a series of So 
operations for post-abortum fever in women with a negative Ruge-Philipp 
test. At Zirich much reliance is placed on the Ruge-Philipp test, ampli- 
fied by anaerobic cultures. It is reported that in a series of 622 cases 
(revision of the cavum uteri, submucous myoma, polypus, or vagino- 
uterine operation together with abdominal sterilization) genital infectious 
complications numbered 1.6 per cent: in 197 similar cases with negative 
virulence according to Ruge-Philipp there were not any cases of genital 
infection. The Sig cases were without mortality. The waiting period 
before operation was iess when determined by the Ruge-Philipp test than 
when determined by the freedom of the cervical secretion from streptococci 
and staphylococci. It is concluded that bacteriological examinations, as 
recommended by Winter in treatment of abortion and by Walthard before 
all intra-uterine interventions have proved themselves with increasing 
certainty to be the only sure method of avoiding endogenous post-operative 
infection. 


Clinical and experimental researches concerning the ligature of veins. 

Fels compares Marten’s series of 27 cases of early venous ligature for 
puerperal pyaemia (with 17 recoveries) with eight cases, all lethal, operated 
on during eight years at Breslau after five to 53 days of pyexia. He doubts 
whether ligature, or ligature and partial resection, of the inferior vena 
cava is, in fact, effective in preventing centripetal passage of particles of 
infected thrombus. X-ray and other observations in rabbits showed that 
iodipin injected below the ligature quickly reached the heart, even though 
the ligature and section had been done above the entry of the renal veins 
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more important in collateral circulation than the portal and mesen- 
teric Communications are those through the vena lumbalis ascendens and 
through the vertebral and back muscles. Fels concludes that, for the early 
treatment, means less radical than ligature of the great veins are more 
effective and less risky : for late treatment all measures fail. 


Considerations and observations concerning the problem of intra-uterine transmis- 
sion of extra-genital maternal tuberculosis to the ovum. 

Decidua, placenta, foetus and foetal organs, derived from abortions 
induced (usually trom the first to fourth month) in 21 pregnant women in 
whom pulmonary tuberculosis had become activated during pregnancy, 
were injected into guinea-pigs, none of which showed tuberculous lesions. 
Such observations should always be amplified by examination of allergic 
phenomena in the injected animals: in these experiments about one-fifth 
gave a positive tuberculin test. Further evidence is thus afforded of a 
possible transplacental transmission of the tubercuolus virus in filtrable 
lori. 


fhe Kristeller grip. 

Pressure on the fundus uteri should be used only if atonia is absent, 
ind preterably during a contraction. Otherwise there is a danger of injurv 
to the foetus or detachment of the placenta. The Kristeller grip is most 
dangerous when the lower uterine segment is stretched. 


the treatment and prophylaxis of eclampsia. 
Five hundred cases of eclampsia treated by the Strogonoff method by 
Okintschitz trom 1g25 to 1931 have had maternal and foetal mortalities of 
) per cent and 24 per cent respectively. bout 950 cases treated from 1907 
to 1925 had corresponding percentage mortalities of 16.6 per cent and 26 
? which 
included hypnotics, some venesections and speedy delivery (operative 


per cent: these cases were treated by a ‘‘ middle line therapy 


delivery in 64 per cent, Caesarean section in six per cent). A valuable 
comparison of the different methods of treatment will not be possible until 
better prophylaxis has been secured. Prophylactic treatment in pre- 
eclampsia in Okintschitz’s clinic has been conducted during the past two 
vears along Volhard’s lines— complete starvation for three days, including 
thnost complete deprivation of fluid, followed by a saltless milk and vege- 


table régime— without a case of eclampsia among 72 patients. 


fhe path of spread of inflammatory processes in the internal genital organs. in the 
iemale, 


\ccording to Iwanow, inflammation of the vaginal mucosa does not show 


iny tendency to spread along that of the cervix, but penetrates the subjacent 


onnective tissue and spreads along the paragenital lymphatic plexus, 
thence reaching the ovaries, the Fallopian tubes, the pelvic peritoneum and 
le renal region Inicction may pass trom the cervix through the endocer- 


vical mucosa, but not infrequently it passes along the cervical myometrium 


instead Reaching tl } 


e ovary, the infection seldom breaks into that organ, 


but rather, alfecting it by its toxins, induces sclerosis, as well as atrophy 
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The paragenital paths of ascending gonorrioeai iniection in che femate. 


\ccording to Iwanow gonorrhoeal infection can ascend, without 
involvement of the utero-tubal mucosa, along a route which is not entirely 
or primarily lymphatic but is constituted chiefly by the tissue-spaces, 
between the blood-vessels and museular fasiculi, in what he has termed the 
paragenital plexus (Gynécol. et Obstét., Feb., 1931). A case is recorded in 
which the parametrium, oedematous, acutely inflamed and containing 
gonococei in pure culture, formed a hypogastic tumour the size of a four 
months’ pregnancy. The uterus was small and the parametrium contained 
an ovarian eyst with gonorrhoeal abscess. Microscopically the tubal 
mucosa at its inner two-thirds was free from inflammation: near the 
fimbrial end masses of inflammatory cells from the parametrium had burst 
into the lumen. 


The Aschheim-Zontek pregnancy tesi. . 

Three thousand such tests, in Ehrhardt’s hands, gave gS-99 per cent of 
correct results. The results were correct in 11 cases of true and in 24 cases 
of suspected ectopic pregnancy. In nine cases of pituitary tumour and 
in five cases of acromegaly the test was negative. One patient had a 
positive reaction 10 days after the first occasion on which a menstrual 
period had been missed. Her doctor having declined to induce abortion, 
she consulted another, concealing the result of the test and putting forward 
a different anamenesis : the uterus was curetted. 


The development of radio-therapeutic injuries as a result of antecedent syphiktic 
infection. 

Noticing that several patients, treated by radium for carcinoma of the 
cervix (not invariably widespread) who suffered from severe intestinal and 
vesical tenesmus and ulceration, were syphilitic subjects, Kleine collected 
seven such cases in which the diagnosis of syphilis was established, apart 
from a positive Wassermann test, by the history, and in three cases by the 
presence of neurological signs. Five had fistulae and the course of the 
carcinoma, even in early cases, was unfavourable. The ulceration in these 
cases may be ascribed to the combination of three influences increasing 
tissue-sensibility : the Iuetic influence, the inflammatory response to the 
carcinoma and the similar response to radiation. These results, Kleine 
thinks, make it advisable to search for evidence of antecedent syphilis in 
cases of cancer of the cervix, and to avoid radium treatment in syphilitics 


The reversal of sex by ovarian tumour (arrhencblastoma). 

A fully illustrated clinical description is given by Sedlis and a fully 
illustrated histological description is given by R. Mever, of a case of 
multilocular cyst of one ovary in a girl aged sixteen who had had for a few 
months, in conjunction with amenorrhoea, well-marked masculine chai 
acters in the voice, the distribution of hair on the belly, legs, hips, pelvis 
and clitoris. These characters were replaced by feminine ones, and the 


breasts had enlarged very considerably, six months after the removal of 


- 


“44 4 


the tumour. The tumour was the size of a child’s head and contained 
epithelial cells, and many atyp‘ca] variations, some of which superficially 
resembled sarcoma. In this case cyst formation was present to an extent 
which is unusual amony the 33 hitherto recorded cases 


W. E. Crowther 
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Zentralblatt fur Gynakologie. 


April 23, 1932. 
Uterine epithelial hyperplasia of anterior pituitary origin and its clinical 
aspect. J. Hofbauer. 
Care in the therapeutic use of anterior pituitary preparations. J. Hofbauer. 
A case of granulosa cell tumour. H, Dworzak. 
The question of termination of pregnancy in Addison’s disease. F. 
Bachner. 
Ulcer due to volsellum forceps. H. Hinselmann. 
An enquiry into the glycogen content of uterine myomata. E. Petrowa. 
*Grafenberg’s ring and tubal pregnancy. W. Kolde. 

*\ warning against the use of interruptin. G. Haselhorst. 
Experimental results with contraceptives. KF. Abrahams and H. Baber. 
April 30, 1932. 

Two cases of vesical defect in the foetus. R. Meyer. 

The treatment of vesico-vaginal fistula by laparotomy. E. Vogt. 

*Traumatic vesical rupture in the puerperium. Van Tongeren. 

A vaginal calculus in vesico-vaginal fistula. P. Esau. 

The treatment of ureteric fistulae. W. Sigwart. 

Primary carcinoma of the ureter. E. Navratil. 

The differential diagnosis between appendicitis and painful urinary 
lesions in pregnancy, such as pyelitis. EF. Schumacher. 

May 7, 1932. 

The significance of the menopause. Observations on its relation to the 
background of life. ‘IT. Sellheim. 

The cancer investigation of the Dutch-Westphalian Society of Gynaecology 
and Obstetrics. K. Frankenstein. 

A new point of view of the origin of endometroid heterotopica. E, Tirkes. 

The skin as a conveyor of hormones in pregnancy. A. Lorser. 

The therapy of intrinsic thrombopoenia. W. Schafer. 

Ancient and modern obstetrics and gynaecology in India. S. Mita. 

The use of Fritsch’s fundal incision. R. Spoerl. 


May 14, 1932. 
The study of the proliferation of the young corpus luteum in human 
beings. R. Mever. 
Whether the term occipito-posterior presentation should be retained. 
G. Burekhard. 
Hacmatoma of the round ligament as a rare complication of delivery. N. 
(GG, Nordenson, 
The value of Kauthnann’s diuresis reaction for the estimation of cardiac 
efhciency in gynaecological operations. H. Keckeis. 
fhe therapeutic consideration of engagement of the foetal head. W. Uter. 
‘The frequency of division of the Fallopian tube. J. Ross. 
The treatment of gonorrhoca in women by mixed vaccines. H. Gottlieb. 
May 22, 1932. 


Enclosed actinomycosis of the ovary. H. Heim. 


*Cutis laxa congenita. A rare sequela of oligohydramnios. A. 1. Schmid 
Sun 


x peat baths in gynaccological diseases? W. Engelmann. 
*A fatal case alter the termination of pregnancy by interruptin. H, Franken. 
Volvulus following Caesarean section, C, Jellinhaus. 
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*Rupture of the uterus during pregnancy through an old traumatic wound. 
L. Lazarevic. 

Practical observations on the use of pernocton. F. Frankenstein. 

May 28, 1932. 

The treatment of genital bleeding with corpus luteum hormone. C. 
Kaufmann and I,. Bickel. 

Six years’ experience of the use of thymophysin in obstetrics. N. 
Temesvary. 

*The results of obstetric trauma of the female pelvis. E. Philipp. 

The treatment of asphyxia neonatorum. E. Burghard. 

Experiments with “belladonna exclud zapfchen.”? W. F. Rothhammer. 

The simplification of the Aschheim-Zondek reaction by Friedman’s rabbit 
experiment. E. Parache. 

The significance of calcium in the prophylaxis and treatment of gynae- 
cological diseases. J. Malfatti. 


June 4, 1932. 

Reduction in red blood-corpuscles and leucocytes. F. Hermann. 

X-ray observation of Madlener’s sterilization and its ultimate sequelae. 
H. Wolf. 

*The question of Caesarean section. E. Preissecker. 

The obstetric effect of congenital sacral tumours. W. Spitzer. 

Uterine function after X-ray treatment of carcinoma. E, Philipp. 

The use of the dactyloscope in obstetric institutions. B. Bergglas. 

Experimental missed abortion. W. K. Tschaikowsky. 

Jute Ir, 190392. 

The new formation of muscle cells in the wall of the human uterus. 
H. Stive. 

A contribution to the study of chorion-epithelioma. H. Bettinger. 

The management of the puerperium. TF. Schumacher. 

*Twin pregnancy with vesicular mole in one ovum. M. Speiser. 

*Full time pregnancy after tubal implantation. B. T. Szekely. 

The occurrence of ichiopagus. K. Spitzer. 

An observation on the article ‘‘The use of recognizing diastase in the 
urine for the diagnosis of early pregnancy’? by Von S. Ussolze, in 
Zentralb f. Gyndkol., number seven, 1932. 

June 18, 1932. 

*Mammary plastic operation. I,. Fraenkel. 

*Conception period. M. Bolaffio. 

The principles of myoma therapy. W. Benthin. 

Decidua menstrualis. J.. Ballin. 

The pharmacological reaction of the guinea-pig’s uterus in the single 
phase of the oestrous cycle and in pregnancy. H. Hartmann and F. 
Schafer. 

The biological properties of uterine muscle in the white mouse. 
F. Kammerhuter. 

Anencephaly in twin pregnancy. St. Simon. 

June 25, 1932. 

Solubility of colloid arsenical preparations. I). Dietzal and M. Siegert. 

gone disease following genital carcinoma. Kj. Von Oettingen and M. 
Helfferich. 
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Struma congenita and sudden death of the newly delivered. K. Walcher. 
Racial pelvis and high-grade civilization. H. E. Scheyer. 
The aetiology and treatment of the movable head in primiparae. K. 
Heyrowsky. 
Transplantation of an anomalous anus. S. Zanele. 
Clinical findings with the new peristalticum ‘“‘prostigmin.’? F. Muller. 
July 2, 1932. 
The action of prolan A on the genital system of the young white mouse. 
H. Borst and D. Gostimirovic. 
Tate puerperal haemorrhage. E. Klaftem. 
A case of extensive herpes zoster of the newborn. M. Tausch. 
Vagina formation by the method of Kirschner-Wagner. Kk. Kayser. 
How far is the introduction of the midwife into obstetrics possible? P. 
Garnick. 
Leucorrhoea of psychological and neurotic origin. J. Kiss. 
*A case of craniopagus parietalis vivens. K. Leiter. 
July 9, 1932. 
*The X-ray picture of the urinary ducts during and after pregnancy. 
H. Jacobi. 
The X-ray picture of a wrongly supposed urinary calculus. W. Haase. 
The recognition of supra-renal tumours in so-called aberrant supra-renal 
glands. R. D. Accini. 
The course and history of a case of transplantation of the ureters into 
the bowel for puerperal vesico-vaginal fistula. H. Katz. 
A case of endometrioma of the bladder. G. Frommolt. 
Endometrioma of the bladder. H. F. Eberhard. 
Foreign bodies in the bladder and their removal. W. Rosenstein. 
The technique of vesical examination with complete urethral incontinence. 
Permanent change in the mucous membrane and in the blood-vessels after 
X-rays and radium. 
July 16, 1932. 
The pathological anatomy and treatment of endometriosis of the Fallopian 
tube. I,. Seitz. 
The mechanism of the interruption of pregnancy by interruptin. F. 
Sachs, 
Damage to the ovum in criminal abortion. W. Wladika. 
The obstetrician and radiology. S. Schereschewsky. 
When did classical Caesarean section become transformed into the modern 
lower segment operation? A. Richter. 
Biochemical investigation of the cervical secretion. A. W. Hochiloff. 
Calcium clavpurin in genital bleeding. F. Wolff. 


(irafenberg’s ring and tubal pregnancy. 

Kolde, of Magdeburg, gives the history of a case in which a Grafenberg 
ring had been introduced, two years ago, by Grafenberg himself. The 
patient was the wife of a medical colleague, aged 29 years. Seven years 
previously she had had twins, five years previously an abortion, and three 
years previously another abortion. The patient did not obey an instruction 
to report one year after the introduction of the ring. Since its introduction 
menstruation was usually a few days late and was accompanied by labour- 
like pains, 
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In December the expected period did not occur, but two days before 
severe colicky pains were felt in the abdomen, especially on the left side; 
these were followed by vomiting and slight uterine haemorrhage two days 
later. The temperature and the pulse-rate remained normal. Examination 
gave a sense of resistance in the neighbourhood of the left adnexa. 

The patient was anaesthetized and the uterine cavity explored to re- 
move the ring. This was somewhat difficult as it had broken in the 
middle. Upon laparotomy the left Fallopian tube was found to be the 
site of a pregnancy and the pouch of Douglas was full of blood. 

The writer points out that Grafenberg does not claim that his ring 
prevents fertilization of the ovum but only that the ring causes intra- 
uterine changes which interfere with its embedding. An early abortion 
results which is indistinguishable from an ordinary menstrual period. 

In the writer’s case there was, apparently, an early abortion every four 
weeks until the occasion when the ovum was arrested in the Fallopian tube. 

For this reason he considers that this ring should be called an aborti- 
facient, not a contraceptive. The ring can give protection against intra- 
uterine pregnancy, but none against an ectopic one. The writer refers 
to various interferences which have been advocated by various authorities, 
naming the Braum-Pust silk thread, the Grafenberg ring and interruptin. 
Since catastrophies, which have been published, have followed the use of 
these measures he considers that their use should be stopped. 


A warning against the use of interruptin. 

G. Haselhorst, of Hamburg, voices a warning against the use of 
interruptin. In view of the well-known danger of the introduction of a 
foreign substance into the pregnant uterus, interruptin has in no case 
been used in the University Clinic in Hamburg-Eppendorf and, in the 
meantime, the initial praise for its use has had to give way to reports on 
serious damage and a great number of fatal cases. 

To obtain exact evidence of its effects animal experiments were under- 
taken by the writer. Remembering that the vascular supply of the 
pregnant uterus is such that, in a certain percentage of cases, when a 
foreign substance is introduced into its cavity this substance enters the 
general circulation and affects the blood-vessels, first those of the pelvis, 
heart, and lungs. 

Acting on this assumption of entry of interruptin into the circulation 
from the uterine cavity experiments were carried out upon dogs by the 
intravenous injection of interruptin. The first experiment under local 
anaesthesia consisted of injection, first of normal saline and then of an 
emulsion of equal parts of normal saline and interruptin, into the femoral 
vein of a medium-sized dog. Three cubic centimetres of mixture were 
injected at 12.40 p.m. Forty seconds later there was great restlessness with 
dilated pupils, at 12.41 p.m. there was apnoea but the heart was still 
beating, at 12.42 p.m. a few shallow respirations occurred, and the heart 
beat could not be felt, at 12.44 p.m. the dog died. An autopsy was 
immediately performed. 

The second experiment was made on a smaller dog. An injection of 
one cubic centimetre of the emulsion was followed after 17 minutes by an 
injection of two cubic centimetres. In this case a similar death occurred 
51 minutes after the first injection. Immediate autopsy showed great 
hepatic engorgement, as in the first case, 
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The third experiment was made on a very large dog. Injections of 
0.5 cubic centimetres, one cubic centimetre, two cubic centimetres and four 
cubic centimetres were given during 18 minutes. Death occurred 35 
minutes after the first injection. Autopsy showed that the left side of 
the heart was strongly contracted and empty. The right side of the heart 
was dilated. There was great pulmonary oedema; the trachea and bronchi 
were filled with blood-stained mucus. 

Two further experiments were carried out to elucidate the cause of 
death, one with air and the other with normal alnoline. In the second 
of these experiments 1o c.c. of fat were injected; there was no reaction 
in twenty minutes. In the first experiment pulmonary changes did not 
occur until 50 c.c. of air had been introduced into the circulation. 

If a solution, composed of one part of interruptin and 1o parts of saline, 
is mixed with blood on a microscope slide rapid destruction of erythro- 
cytes and liberation of haemoglobin follow. Similar changes can be 
demonstrated by the test-tube experiments. Therefore interruptin must be 
regarded as a cell poison. 

The writer considers that the cause of death in his experiments was 
acute shock due to the entry into the circulation of a strong toxin having 
a reflex effect on the endothelial lining of the vessels. Considering 
the described cases of sudden death, and the small amount of fat in the 
lungs on post-mortem examination the writer is inclined to discount the 
suggestion of microscopic fat embolism. He is not entirely satisfied that 
the cause was air embolism in eight of the 12 cases described by Engel- 
mann. Various results may follow, the possible damage resulting from 
the intra-uterine injection of a substance harmful to the tissues. 

1. Absorption in the uterus may occur. 

2. The substance may reach the Fallopian tubes and pass into the 
pelvic cavity in the early weeks of pregnancy, leading to damage of the 
endosalpinx and subsequently to sealed Fallopian tubes. 

3. It may reach the general circulation, if the placenta is partially or 
wholly separated. The effect of a foreign substance in the circulation 
depends upon its composition, it may lead to mechanical blockage of the 
vessels or to destruction of the blood-cells. 

In death due to interruptin the predominant damage appears to be 
blood-cell destruction, injury to the vesicular endothelium and pulmonary 
tissue. 

The interruptin used in these experiments was obtained in July, 1931; 
perhaps the substance supplied later may be less toxic. The writer con- 
siders that a non-toxic substance would have no local effect, as the pregnant 
uterus needs very great distension to initiate expulsive contractions. He 
pleads, on the grounds of the tragic occurrences following the injection 
of interruptin, that its use and the use of other substances should be pre- 
ceded by intravenous animal experiments and that only when no hari 
occurs to the experimental animals should such intra-uterine injections be 
made on human beings. 


Traumatic vesical rupture in the puerperium. 

Van Tongeren, of Amsterdam, describes the case of a primiparous 
patient who underwent a normal spontaneous delivery followed by a 
moderately excessive loss and some difficulty in micturition. On the 
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sixth day she passed a large clot and, because of this, her family doctor 
examined her abdomen, when he found a tumour rising up to the umbilicus 
out of the pelvis. He thought this was the uterus full of blood clot and 
tried to express it. Unfortunately it was not the uterus but a distended 
bladder which ruptured under his manipulations. The patient was 
adinitted to Juliana Hospital in a collapsed condition and immediate 
laparotomy was undertaken. The wound in the bladder extended along 
the whole fundus but did not involve the covering peritoneum. Suture 
of the vesical wound and drainage of the cellular space was followed by 
a purulent vesical fistula which closed after five weeks. The patient made 
a complete recovery. 


The frequency of division of the Fallopian tube. 

J. Ross, of Lwow, discusses the occurrence of spontaneous division 
of the Fallopian tube, and describes a case of its division from torsion 
of an ovarian tumour. The patient was a woman of 4o years, who had 
suffered from pelvic discomfort for 10 years and definite pain in the lower 
abdomen, accompanied by the presence of a tumour, for a month. At the 
operation the ovarian tumour was found to have a very long pedicle 
(25 cm.) which was twisted four times; the tumour was adherent to 
neighbouring parts. After separating the adhesions and reducing the 
torsion of the pedicle the Fallopian tube was easily identified and found 
to be in two parts. The writer obtained a specimen he could examine at 
leisure by removing the uterus and both Fallopian tubes in one piece. 

On examination the ovarian tumour was found to be a dermoid cyst, 
and histological examination showed that there was no continuity between 
the two divided ends of the Fallopian tube which were closed. 


Cutis laxia congenita. A rare sequela of oligohydramnios. 

A. L. Schmid, of Vienna, describes the case of a newborn child, whose 
mother had four children, with a marked laxity of the skin over the back 
of the head and neck, and over the left side of the trunk and the extensor 
surfaces of the arms. The skin was so loose that it could be gathered up 
into a handful and drawn away from the subjacent structures. In 
addition there was a lumbar meningocoele of the size of a cherry. The 
child died on the third day after birth. The writer explained the con- 
dition of the skin by the supposition that the foetus had occupied an 
attitude of extreme flexion in the uterus and that, in consequence, the 
skin on the extensor surface had undergone extreme stretching with want 
of recovery when the tension was removed after birth. 


A fatal case after the termination of pregnancy by interruptin. 

Herman Franken describes a fatal case during the termination of 
pregnancy by interruptin. The use of interruptin had been undertaken 
five times at the Freiburg Frauenklinik, in one case with a successful 
result; in one case it was undertaken without result, laminaria tents 
having to be used; in another case part of the placenta was retained and 
had to be removed manually; and in yet another case there was a partial 
vesicular mole which needed operative removal; the fifth case ended fatally. 

The patient was a primigravida aged 33 years. It was decided to 
induce abortion between the twelfth and sixteenth weeks on account of 
pulmonary and laryngeal tuberculosis, preparatory to the induction of 
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a pneumothorax. Interruptin seemed exactly suited to this case because 
of the slight disturbance involved in its use and the avoidance of an 
anaesthetic. At 8 a.m, 35 c.c. of the paste were injected with the originally 
suggested instruments without an anaesthetic. As nothing happened, at 
6 p.m. the first of three half-hourly injections of 0.3 g. chinin was given. 
At 11 p.m. the patient began to have pains at intervals of five to seven 
minutes. At 12 midnight she suddenly complained of illness and faintness 
and died rapidly. At the post-mortem examination she was found to be 
the subject of advanced tuberculous disease with cavity formation in both 
lungs, pleural adhesions and acute oedema of the glottis. Hyperaemia of 
the liver and kidneys was marked. There was a large haemorrhage at 
the placental site and a collection of blood clot between the membranes 
and the uterine wall. The ovum was partially extruded into the vagina. 
No air emboli were discovered. Histological examination of the brain 
showed extensive fat embolism and the same condition was found in the 
lungs, even in the smallest arterial branches. Fat, in large quantities, was 
also present in the veins of the uterus and adnexa. There was early 
necrosis of the decidua. 

The writer considers that this was a case of death from fat embolisin, 
the fat having been forced into the uterine sinuses at the time of each 
uterine contraction. In addition he noticed crystalline masses in the blood- 
vessels, in the neighbourhood of which there were necrotic changes. After 
the catastrophy the writer carried out some experiments by the intravenous 
injection of interruptin diluted with normal saline solution in rabbits. 
In each case the animal died in one to five minutes after the injection. 

After his experience the writer strongly warns the profession against 
the intra-uterine use of interruptin or any other fatty preparation to 
terminate pregnancy. 


Rupture of the uterus during pregnancy through an old traumatic wound. 
Lazarevic, of Nova Sad, describes the case of a woman who had had six 
normal deliveries and who suffered a severe injury when the motor car, 
in which she was crossing a railway line, was overturned by a goods train. 
She was thrown out and, for three days afterwards, kept her bed on 
account of abdominal pain and vaginal bleeding for which medical aid was 
not obtained. Three weeks later, believing herself to be in labour 
on account of severe abdominal pain, she was seen by a doctor who sent 
her into hospital for immediate operation. At the operation a large rent 
was found in the fundus of the uterus through which the whole of the 
ovum had escaped. The foetus was macerated and the liquor amnii was 
infected. The ovum was removed and the rent in the uterus sutured ; after 
cleaning, the peritoneum, the lower abdomen and the pelvis were drained. 
After two months the patient returned home with a ventral hernia. 
The following year she became pregnant for the eighth time. Just 
before term she sent for a midwife believing herself to be in labour. The 
midwife could not feel a presenting part and called in a doctor who sent 
her back to hospital for an X-ray examination of a tumour in the upper 
abdomen which was not apparently connected with the pelvis. The patient 
was taken into hospital and walked to a neighbouring pavilion for an 
X-ray examination, when the tumour was found to be a foetus. At 
laparotomy the foetus in its intact membranes was lying loose in the 
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upper abdomen, there was a considerable amount of fresh blood in the 
abdominal cavity and a rent in the middle of the old uterine scar. The 
unruptured sac was lifted out of the abdomen, the blood sponged away 
and the uterus removed by supravaginal amputation. The patient’s 
convalescence was not interrupted and she returned home on the twelfth 
day. 

The writer has seen two previous cases of rupture of the uterus. In 
the first the patient was childless and hysterectomy was refused; she 
subsequently bore a living child and was sterilized. The second case 
was treated by supravaginal hysterectomy. In view of the second rupture 
through the old scar in the case here described the writer regrets that the 
patient was not sterilized at the first operation. 


The results of obstetric trauma of the female pelvis. 

Ernst Philipp discusses pelvic trauma during delivery. He points out 
that the bones remain intact but that there is a tendency in all labours 
to interference with the joints. The most easly recognized damage is that 
of the symphysis pubis, but with the help of X-ray examination he con- 
siders that damage to the sacro-iliac joints, the sacro-coccygeal joint, 
and the lumbo-sacral joint is comparatively frequent. 

He describes a case of rupture of the symphysis pubis and subsequent 
cystocoele which followed forcible delivery by the forceps with the head 
above the brim at the time of its application. There was a permanent 
separation of the bones and descent of the bladder between the ends. He 
also gives the history of a difficult forceps delivery which was followed 
immediately by severe pain in one sacro-iliac joint. The pain was 
apparently due to a haematoma between the bones and ligaments. The 
swelling shown by the X-rays gradually disappeared and recovery was 
eventually good. 

Lastly he describes the case of a primipara who, after the spontaneous 
delivery of twins, developed an acute arthritis of the lumbo-sacral joint, 
which took many months to subside. The writer is at a loss to assign any 
cause for this condition as trauma of any kind did not occur. 


The question of Caesarean section. 

Preissecker gives an analysis of all the Caesarean sections carried out 
at the Universitats Frauenklinik in Vienna during the 20 years, 1909 to 
1928 inclusive. 

He divides the technique employed into two headings, anaesthesia and 
operation. 

Lumbar anaesthesia, which was employed in some of the earlier cases, 
was given up after two deaths in 1920 and 1918; several alarming cases 
of collapse occurred with this form of anaesthesia. The routine anaes- 
thetic now employed is ether by inhalation after a preliminary hypodermic 
injection of morphine and atropine. The impression in this clinic is 
definitely that lumbar anaesthesia in pregnant women is variable in its 
degree and, for no obvious reason, gives rise, in some cases, to alarming 
cardiac symptoms. 

The operations employed were: Porro’s operation, 1.42 per cent; extra- 
peritoneal Caesarean section, 13.13 per cent; classical Caesarean section ; 
18.03 per cent; and transperitoneal Caesarean section, 67.42 per cent. 
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Porro’s operation was carried out mainly in the earlier years with the 
exception of two cases in 1923. Extraperitoneal Caesarean section was 
abandoned after 1917 except one carried out in 1926. Classical Caesarean 
section has steadily decreased from the first year until 1926 and 1928 when 
the classical operation was not carried out at all. Transperitoneal Caesarean 
section was occasionally performed in 1910. Thereafter it was used 
increasingly until 1928 when no other operation was employed. 

The indication for operation was contracted pelvis in 474 cases; 
premature separation of the placenta and placenta praevia in 72 cases; 
eclampsia and pre-eclampsia in 14 cases; carcinoma colli in eight cases 
and vulval disease in five cases. 

Since the recent great reduction of the birth-rate in Austria the tendency 
has been to lessen the duration of trial labour in cases of contracted pelvis 
and to employ Caesarean section whenever there is any risk to the child. 
Caesarean section is the treatment of choice in placenta praevia when the 
placenta is central, and in other cases of placenta praevia when the child 
is living and the bleeding is severe. It is used for accidental haemorrhage 
in the interests of the mother whether the foetus is dead or otherwise. 
The operation is used in the more severe cases of eclampsia and 
pre-eclampsia in an attempt to spare the mother the muscular exertion of 
labour. Caesarean section is used to precede radical removal or radium 
treatment in carcinoma of the cervix and vulva. Caesarean section was 
also performed in five cases of very old primiparae. During the 20 years 
there were 632 cases of Caesarean section ; 36 mothers died and 75 children 
were stillborn or died after delivery. Twelve of the maternal deaths 
resulted from peritonitis; in two of these cases abdominal wounds broke 
down. Four patients died of cardiae conditions, three of eclampsia, two 
of traumatic haemorrhage for which Caesarean section was undertaken 
and the rest of anaemia, toxaemia of pregnancy, pneumonia, pulmonary 
and laryngeal tuberculosis, septicaemia after thrombophlebitis and pul- 
monary embolism. Most of the causes of death were conditions for which 
the operation had been undertaken and, in the cases of peritonitis the 
operation was an emergency measure after attempts at version and forceps 
delivery had failed. 

Of the 75 dead babies 26 died in utero; seven were premature; 23 died 
within one day, 10 within seven days and nine within eight days of birth. 

Seventy-eight patients had a second Caesarean section, six a third and 
one a fourth. Tweoty-two normal deliveries followed a previous Caesarean 
section, including cone woman who had three natural deliveries, another 
who had four, and another five. There was only one case of delivery by 
the forceps. ‘Two of the children from the nine post-mortem Caesarean 
sections lived. 


Twin pregnancy with vesicular mole of one ovum. 

The patient was a primigravida aged qo. She was admitted to hospital, 
when six months’ pregnant, on account of severe bleeding which had been 
treated at home by rest in bed and styptic drugs without result. It was 
decided to terminate the pregnancy by evacuation of the uterus under a 
general anaesthetic on account of the marked degree of anaemia. The 
cervix was dilated to Heyar’s No, 30 dilator, and a large quantity of 
vesicular mole was evacuated, but foctal parts were not identified. When 
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the vesicular mole had been removed a bag of membranes presented and 
ruptured spontaneously. The contained foetus, measuring 29 cm., was 
delivered as a breech after perforation of the after-coming head. 

The placenta and membranes belonging to this foetus were delivered 
spontaneously ; they were complete and normal. The conclusion reached 
by the writer in explanation of this case was that there had been a 
binovular twin pregnancy. One ovum developed normally and the chorion 
of the other underwent such extensive vesicular change that the embryo 
and amniotic sac disappeared at an early date leaving only a vesicular 
mole, 

In support of this explanation he points out : 
. That the edges of the healthy placenta were well defined and —e 
ened exatnination of six sections showed no degeneration whatever. 
2. The membranes were attached to the placenta all round, and formed 
a complete sac without any degenerative change. 

3. There was not any evidence of succenturiate placenta, 

The occurrence of a vesicular degeneration of one ovum in a binovular 
twin pregnancy suggests endogenous abnormality of the fertilized ovum. 


Full time pregnancy after tubal implantation. 

Szekely, of Budapest, reviews the history of tubal implantation as a 
treatment of sterility. He adopted this method in the treatment of a 
bicornute uterus. The patient, aged 20 years, was operated on for abdominal 
pain and menorrhagia. At the operation she was found to have a uterus 
bicornis with an almost normal left horn and a rudimentary right horn 
attached to the single cervix at a right angle. The left ovary was cystic; 
the left Fallopian tube was thickened and adherent to the ovarian cyst, 
forming with it a mass from which it could not be disentangled. The lett 
Fallopian tube and ovary were removed by division at the uterine cornu. 

The right Fallopian tube extended from the rudimentary horn upwards 
and outwards towards the caecuin, the ampulla was free and the right ovary 
was slightly enlarged and cystic. ‘The patient was, therefore, left with a 
normal left horn, without left adnexa, and a right rudimentary horn with 
almost normal adnexa. In an attempt to remedy this the right Fallopian 
tube was divided one centimetre from the uterine cornu, the rudimentary 
horn was amputated from the cervix and the amputation wound closed. 
The right Fallopian tube was patent; it was implanted into the left uterine 
horn on its right side through an incision three centimetres long and fixed in 
position by separate catgut sutures through the mucous membrane of the 
Fallopian tube and uterus. The wound in the muscular wall was closed 
in two layers and covered with peritoncum from the broad ligament. 
Recovery was uneventful but the patient was not followed as she did not 
report after her discharge from hospital. Three and a quarter years later 
the patient returned to hospital in her first labour, having married eight 
months after her operation, 

Labour and the puerperium were uneventhul, The child was a female 
weighing 3,800 grammes, Six cases of full-time pregnancy following tubal 
implantation, and five cases which ended in abortion have been previously 
reported. In view of the small number of cases of implantation which 
have been followed by pregnancy the author considers that all cases should 
be reported. 
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Mammary plastic operation. 

Fraenkel discusses the operation employed by Lotsch for the lifting 
of a pendulous breast and that of Biesenberger for the lifting and resection 
of hypertrophied and pendulous breasts. These operations have been used 
since 1923. The writer had to deal with a schoolgirl, 18 years of age, with 
enormous pendulous breasts, for the treatment of which he employed a modi- 
fication of the two methods in January, 1931. Up to the present the cosinetic 
result is good, and recurrence has not taken place. He has no knowledge of 
the results on secretory function. 

At operation an incision, as large as a two mark piece, was made round 
the areola. The edges were fixed to the deep tissues with four stitches 
tu prevent retraction, and a curved incision was made across the lower part 
of the breast fellowed by reflexion of the skin from the whole breast in 
the form of a cuff, leaving a good thickness of subcutaneous fatty tissue. 
The breast was then denuded of all fat and finally resected by a Z shaped 
incision beginning in the axilla and curving round the areola to the lower 
and inner pole. The breast was reconstructed by bringing the lower end 
of the cut edge to the upper end and stitching the surfaces together with 
deep interrupted sutures, the resulting globular breast was fixed in a 
raised position by stitches to the pectoral facsia. Finally the skin flap 
was brought over and fixed securely round the areola, joining the edges 
in a vertical line to the lower level of the breast and then in a horizontal 
line below the breast, leaving a drain in each angle of the horizontal wound. 
The patient’s convalescence was uneventful. 

Conception period. 

Boloffio, of Modena, discusses the time of conception in the menstrual 
cycle, working on 68 cases in which pregnancy followed a single coitus 
and 8g cases in which it followed coitus which occurred on one to three 
known dates. In 21 of these cases conception followed coitus at the end 
of the menstrual cycle. He comes to the following conclusions : 

1. There is no absolutely sterile period although the degree of fertility 
varies greatly during the cycle. 

2. The highest fertility is during the first 12 days of the cycle with 
the peak at the seventh and eighth days. The first two days of 
menstruation are the least fertile of the days of the menstrual period. 
The decline in fertility begins at the ninth day and the least fertile time 
is from the seventeenth to the twenty-eighth day. When the cycle is 
lengthened the premenstrual phase is very fertile. 

3. Conception in the premenstrual period and first half of the menstrual 
period leads to the birth of more girls than boys. During the remaining 
part of the cycle, when fertility is greater, conception results in more 
boys than girls. He explains this by the greater ripeness of the ovum. 

4. Fertilization very quickly follows conception. 

5. Fertilization is responsible for the arrest of menstruation. 

6. In most cases rupture of the follicle may result from coitus. Such 
a possibility occurs with or shortly before the period and forms a peak 
towards the eighth day. 

Spontaneous rupture of the follicle can occur a week later giving rise 
to a less fertile male ovum. 

7. Traumatic follicular rupture becomes possible through the cessation 
of the formation of the internal secretion in the corpus luteum. 
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A case of craniopagus parietalis vivens. 

The mother was a primigravida of 30 years, who was sent to hospital on 
account of severe toxaemia of pregnancy. Labour was unexpectedly 
delayed and was finally terminated by Caesarean section. ‘The children, 
both boys, were joined together by the upper parts of their heads, the 
formation of the parietal bones being incomplete but the frontal and 
occipital bones were well formed. The children appeared to be entirely 
independent; their hearts were beating at different rates, they micturated 
and defaecated at separate times. It was, therefore, thought that the 
twins must have separate brains. In spite of this belief the question of 
separation was difficult to decide because it was obvious that there was 
not enough material to form two cranial vaults to cover the brains of the 
divided heads. 

The father frankly wanted the twins to die and readily gave his consent 
to an operation even when it was explained to him that one child would 
be deliberately sacrificed. The choice between the two children, which 
were equally grown, was decided by the fact that the one child had a 
torticollis, this one was deliberately set aside to supply the extra tissue 
required to complete the head of the other. 

The operation was carried out by Professor Noesske eight days after 
delivery. A tourniquet was placed round the head immediately above the 
base of the skull and large anterior flaps were cut from the sacrificed child. 
The meningeal cavity of this child was laid open and the brain drawn 
away from that of the child it was proposed to save. It should be observed 
that all the interference was upon the sacrificed child, and that the other 
showed no evidence of any sensory stimulation. On withdrawing the brain 
it was found that, in front, the dura mater was common to it and the 
neighbouring brain; the blood-vessels were not duplicated here and the 
posterior part of the brain had no division. At this stage of the opera- 
tion both children died. Leave for a post-mortem examination was given 
for only one child. The child which had been selected to be kept alive 
was chosen. Apart from the cranial condition no other vascular or 
visceral abnormality was found. 


The X-ray picture of the urinary ducts during and aiter pregnancy. 

Jacobi gives some wonderful X-ray photographs of the condition of 
the ureters and renal pelves in cases of pyelitis of pregnancy before and 
alter delivery. He considers that there is a lowering of muscle tone of 
the ureters during pregnancy which accounts for the dilatation which 
begins in early months and is aggravated later in pregnancy by the 
pressure of the uterus at the pelvic brim. ‘The renal pelvis is dilated only 
in very advanced cases. He considers that dilatation of the ureter precedes 
urinary infection. 

R. H. B. Adamson. 


Miinchener Medizinische Wochenschrift. 
April 22. 1932. 
*Syphilis and pregnancy. K. Zieler. 
Backache in women. M. Samuel. 
April 29, 1032. 
The symptoms and treatment of pyelitis in women, H. von Hoesslin. 
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The significance of using the meteurynter, mainly as a direct dilator. 

The original use of the meteurynter was to cause thinning of the lower 
uterine segment. In Haupt’s view the modern use of this instrument as 
a direct dilator of the cervix has three great advantages: (1) It is often 
the best means of dilating the cervix rapidly. (2) It lessens the risk of 
sepsis. (3) It saves the time of the obstetrician and makes it possible to 
empty the uterus at one sitting without resorting to surgery. 


The genesis, diagnosis and treatment of endometriosis (adenomyosis). 

The term endometriosis denotes a growth of tissue, having the character- 
istics of endometrium, in abnormal situations. If much connective tissue 
is present the term adenofibrosis or adenomyosis is used. It may occur 
not only in all parts of the genital organs but in the lower part of the 
peritoneal cavity, in the umbilicus and in the neighbourhood of incisions 
made at laparotomy. When situated in the ovary it leads to the formation 
of chocolate cysts which rupture and lead to peritoneal dissemination. 
Endometriosis occupies a position midway between simple and inflam- 
matory hyperplasia and true tumour formation. The associated symptoms 
depend largely on the situation of the growth. They are essentially 
cyclical and consist of haemorrhage preceded by pain. The pain may 
be very severe before the rupture of a chocolate cyst and cause nausea, 
vomiting, frequent desire to micturate and defaecate, and collapse. The 
diagnosis of the condition may be very difficult, but if pelvic swellings, 
diagnosed as inflammatory, do not improve with prolonged treatment, 
and if the symptoms show cyclical variations and are associated with 
haemorrhage, the possibility of endometriosis must not be overlooked. 
When situated behind the cervix the condition is not only difficult to 
diagnose but is fraught with considerable danger as the growth may 
encircle and obliterate the lumen of the bowel. There are only two lines 
of treatment, the X-rays and surgical removal of the growth. The former 
treatment, while good for women near or past the menopause, is not so 
satisfactory in the earlier decades of life. Although destroying the activity 
of the ovaries cures the symptoms, it does not always cause the retrocervical 
growth to diminish in size and Seitz records a case in which the lumen 
of the rectum became obliterated after treatment by the X-rays, so that 
the formation of an artificial anus becaine necessary. Out of 65 cases 
reported by the author 12 patients had no symptoms, 27 did have symptoms 
but they might equally well have been caused by the associated conditions, 
(e.g., mvomata and disease of the adnexa) ; in 24 cases, 35 per cent, the only 
reason for interference were symptoms due to endometriosis 
Considerable difficulties, chiefly from haemorrhage, were encountered at 
operation and out of 24 patients operated on two died. Seitz considers 
that patients who have endometriosis, especially if it: be retrocervical, 
should be kept under careful observation as there is a distinct risk of the 
growth undergoing mahynant change 


Cardiazol-quinine in midwiliery and gynaecology. 

Quinine is tending to become the most important drug for stimulating 
the uterine pain: It has the disadvantaye of affecting the tone of the 
cardiac muscle, possibly of both mother and child. Hi. J. Lang records his 
experiences with a combination of cardiazol and quinine Given i small 


doses this preparation stimulates the uterine pains and in no ease did the 
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woman suffer from sickness, vertigo or buzzing of the ears. The heart 
sounds of the foetus remained good and the author is of the opinion that 
this preparation possesses advantages over quinine given by itself, whether 
given during labour or in the treatment of abortion, especially if the 
patient is febrile. 


Calculations on the mortality from abortion in Germany. 

Fantastic figures concerning the frequency of abortion and the associ 
ated mortality have appeared in the literature, one author stating that 
there were, in one year, a million abortions in Germany, resulting in 
50,000 deaths. Freudenberg discusses the fallacies of the Prussian figues 
and states that there were 6,347 deaths from childbirth and abortion in 
Prussia during 1929 which were notified. The proper number should 
probably be 8,o00. About 1,200,000 living and stillborn children were born 
from which the maternal mortality did not exceed 4,000; in the same year 
there were about 400,000 abortions, resulting in the death of at least 
4,000 women, It is thus evident that the mortality from abortion is nearly 
four times as great as that which obtains if the foetus is born after the 
sixth month of pregnancy. 


Our experiences with interruptin. 

Will terminated pregnancy by the paste method on 39 occasions, inter- 
ruptin being used in all cases except one, in which provokol was injected. 
The ages of the women varied between 21 and 45 years, Io being primi- 
gravidae, while the period of gestation ranged from two to 1o months. 
For each month of pregnancy 10 c.c. of paste were injected up to a maxi- 
mum of 50 c.c. A sinall amout of the paste was expressed from the tube 
before the nozzle was inserted into the uterus in order to avoid the danger 
of air embolism. During the latter months of pregnancy the paste was in- 
jected between the membranes and the uterine wall, and two living children, 
which survived, were born. Pain commenced within one hour of the injection 
of the paste on one occasion, the average interval being 17 hours and the 
longest 55 hours. In 32 cases delivery followed the injection of the paste, 
although in one case a second injection of interruptin was necessary. 
In four cases pain did not supervene, but the cervix dilated and delivery 
was completed by operative means. In these cases other pains did not 
occur and further injections of interruptin, together with doses of quinine, 
did not prove effective. Delivery had to be effected by operative means 
on seven occasions, and the uterus had to be explored either because of 
haemorrhage or because of retained secundines on 10 occasions. Six 
patients were morbid. Although the author is persuaded that the method 
is ideal, and that the dangers of air and fat embolism can be avoided, he 
is so impressed by the fact that other authors have proved the paste to 
be toxic that the use of interruptin has been discontinued at Miinich, where 
they await the discovery of a non-toxic paste. 


Pernocton in the treatment of eclampsia. 

Vogt holds that the uterus must be emptied so soon as possible in all 
severe cases of eclampsia. He has injected pernocton intravenously in 
11 mild cases during labour, using one cubic centimetre for every 12.5 kg. 
of body weight, and claims good results. He considers that, while it must 
be carefully used, it is the ideal drug for the treatment of pre-eclampsia, 
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mild cases of intra-partum and all cases of post-partum eclampsia. It 
causes sleep, does not harm either mother or child, does not interfere with 
the uterine contractions, or cause any unpleasant sequelae. 


A backwards and forwards view of midwifery and gynaecology. 

Von Mikulicz-Radecki took the opportunity on the occasion of his 
first lecture as Professor to praise the famous men who had been his 
predecessors and those who had heen his teachers at Kénigsburg, and to 
review their contributions to gynaecology. If function rather than the 
agents be considered, gynaecology is the widest and most interesting branch 
of medicine. Doctors are also men, and patients have souls as well as 
bodies. Hildebrandt had placed a medallion of James Simpson on the 
wall of the clinic when it was built, probably because he was the most 
famous British obstetrician of that time and known throughout the world. 
The author is glad of that emblem because Simpson was the first man to 
use ether and then chloroform to relieve the pains of childbirth; he was 
the founder of the tradition of not merely treating a woman’s illness but 
of relieving her pain. Medicine demands idealism and the will to help. 


The treatment and prevention of gonorrhoea with colloid capsules and azidosan 
paste. 

Pust has made a paste which consists of fat containing a pure culture 
of acid-forming bacilli and a suitable medium for their growth. The paste 
remains acid for as long as five months and the author claims that if it be 
introduced into the vagina in celluloid capsules it will prevent conception 
and gonorrhoea. 


The new fight against carcinoma of the cervix and vagina. 
Hinselmann strongly advocates the use of the colposcope and considers 
it invaluable for detecting early cases of carcinoma of the cervix and portio. 
G. W. Theobald. 


Revista Italiana di Ginecologia e d’Obstetrica. 


April, 1932. 
*The presence and significance of lymphatic nodules in the uterus. Forlini 
and Gabbi. 
*Disaffinity of paterno-maternal blood groups as a constitutional cause 
of abortion. Tranquilli-Ieali. 
*The peripheral heart in morbid formation of the female genital system. 
Curiel. 
The relation between red corpuscles, haemoglobin and agglutination in 
the maternal and foetal blood during pregnancy. Buzzi. 
May, 1932. 
Reticulated tissue in normal and pathological Fallopian tubes. Madruzza. 
*The placental biological cycle in relation to the origin of anaemia of 
pernicious type during pregnancy. Pasquini. 
The influence of the vegetative nervous system on narcosis. Ponzi. 
*The radiographic diagnosis of anencephalus. Savona. 
The morphogenetic action of the placenta. Scaglione. 
*Diathermy of the thyro-parathyroid region in metrorrhagia. Quinto. 
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June, 1932. 

*Citocol or the Sachs-Uritebsky reaction in obstetrics and gynaecology. 
Garofalo. 

Some pharmaco-dynamic properties of the pregnancy hormones. 
Savignoni. 

Considerations on five cases of resection of the pre-sacral nerve. 
Pampirnini. 

A study of glycogen regulation in malignant uterine tumours. Bolaffi. 

*Hemeplegia during labour. Bacialli. 

Uncommon cases of ruptured ovarian syst. Gilardino. 


The presence and significance of lymphatic nodules in the uterus. 

The authors discuss the views of many investigators on the finding of 
lymphatic nodules in healthy, as well as diseased, endometrium at all 
ages. They then describe their research on material from the Institute 
of Pathological Anatomy of Parma. ‘They conclude that: (1) Lymphatic 
nodules are found in the endometrium of newly born infants and young 
children and are the expression of a constitutional thymo-lymphatic state; 
(2) Lymphatic nodules in the endometrium of sexually mature women, 
if not normal, at least stand in constant relation to ovulation and to all 
the uterine and ovarian processes of cellular exchange and disintegration. 
Substances containing protein which stimulate the lymphatic elements of 
the endometrium are set free. The nodules in the cervix may represent 
the persistence of a thymo-lymphatic state present in childhood; (3) If 
inflammatory processes can be traced, the nodules enlarge as a reaction 
against the toxins of pathogenic germs; (4) When tumours exist without 
inflammation, the protein derivatives formed during the elaboration and 
disintergration of the tumour cause the same or greater reaction in the 
lymphatic stroma than in inflammation. 

The scope of nodule formation is defensive. The nodules act as pro- 
tective and filtering agents against morbid elements. 


Disaffinity of paterno-maternal blood groups as a constitutional cause of abortion. 

The blood characteristics may be considered constitutional : 

(1) Kolzofi’s catalysts are enzymes which facilitate the decomposition 
of oxygenated water, freeing molecular oxygen. According to Kolzoff the 
quantity of this hereditary enzyme is directly related to strength, fertility 
and resistance to tuberculosis. 

(2) The blood group which is growing in importance from the consti- 
tutional point of view. 

For this reason, and because of Paroli’s work on the blood groups in 
relation to abortion, Tranquilli-Leali has undertaken similar but more 
extensive research. He gives a detailed account of blood grouping and the 
property which serum has of grouping the platelets of other individuals of 
the same species (iso-haemo-agglutination) or of diverse species (hetero- 
agglutination) in irregular masses. He describes the technique necessary 
for success in determining the blood group. 

In many cases of abortion which are said to be without cause or con- 
stitutional, testing the serum of both parents may solve the problem. 
Tranquilli-Leali has carried out paterno-maternal serum tests in 41 such 
cases. A negative Wassermann reaction was first obtained in all the cases. 
In 38 cases the couples showed ‘“‘disharmony” or ‘‘disaffinity”’ of their 
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blood groups. He undertook a second series of tests (29 cases) on healthy 
multiparae, who had always had normal pregnancies with the spontaneous 
birth of living healthy children. In these control cases he found 20 unions 
homonymous, or in harmony. He limited this series of tests to what 
seems a comparatively small number of cases, because he found his results 
were similar to those of Abruzzese. 

He considers that since his tests were more numerous than Paroli’s and 
were supported by control cases, he has fully confirmed Paroli’s views on 
the origin of apparently causeless abortion. The great frequency of hetro- 
specific couples in relation to interruption of pregnancy and the increase 
in homo-specific unions in cases of regular multiparity authorize the view 
that disaffinity of paterno-maternal blood groups is an aetiological factor 
in abortion. 


The peripheral heart in morbid formations of the female genital system. 

Curiel has studied the regional arterial pressure in some gynaecological 
lesions and gives the results of his investigations. 

1. In uterine fibroma, besides a slight increase of pressure in the 
axillary and brachial arteries there is marked hypertension with hyper- 
sphygmus in the arteries of the lower limbs. ‘This is probably induced 
by products of exchange in the tumour itself. After ablation of the tumour 
there is a gradual return to the normal pressure. Eventual removal of 
the uterus does not influence the pressure. 

2. The degree of hypertension in the tibial arteries is greater and more 
marked with malignant tumours than with fibromata. 

3. In cases of ovarian cyst a normal pressure in the arteries of the 
upper limbs is accompanied by a constant and well-marked hyper-sphyg- 
mus in the tibial arteries. In these cases one must think of the purely 
mechanical action of the cyst raising the intra-abdominal pressure as well 
as absorption of its contents which has a toxic effect on the arteries, 

4. In adnexitis, the superior arteries show a tendency to hypotension 
while the tibial arteries show a relative hypertension. The low tension 
in the upper and central arteries may be ascribed to the general infection. 
The tibial hypertension may be imputed to a local reflex phenomenon. 

5. The pressure is, on an average, normal in essential metrorrhagia. 
Since the pathogenesis of this condition is due to general endocrine 
deficiency without organic lesion, the blood-pressure is unchanged. 


The placental biological cycle in relation to the origin of anaemia of pernicious type 
during pregnancy. 

Some authors hold that anaemia of the pernicious type usually starts 
in the sixth or seventh month when associated with pregnancy. Pasquini 
thinks that others have greater justification in believing that it originates 
in the earlier months, although the symptoms of exhaustion and slight 
anaemia are not noticed by the patient, who arrives in hospital only in the 
terminal stage of the malady. 

Instead of regarding the placenta as an organ which continuously ful- 
fils the same function, Pasquini points out that it would be better to 
consider it as undergoing a biological cycle of three trimestral periods 
which vary according to the stages of development. The first is the proteo- 
lytic and hydrophil cycle which is characterized by awakening of energy 
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accumulated in the germinal cells. In the second cycle intense develop 
ment and organisation occur, hence the greatest demand during this cycle 
for substances necessary for foetal life. In the third there is less intense 
absorption. Neutralization of foetal products ensues while the foetal 
organs are becoming adapted to the functions they will fulfil. In this 
connexion Pasquini cites facts regarding the placental weight; the content 
of iron in the cells of the villi, and the difference in the form and volume of 
these cells. 

1. Between the third and fourth months the growth and weight of the 
placenta increase suddenly and notably. The increase continues during 
the second period but diminishes during the third. 

2. Lachowski has pointed out that before the sixth week there is no 
iron in the placental cells. In this week the foetal circulation and the 
iron-fixation action of the placenta begin. Thence onwards the absorption 
of iron goes on rapidly, increasing correspondingly to the establishment 
of the foetal haemopoietic, hepatic and splenic functions. Between the 
seventh and the sixteenth weeks conspicuous masses of iron are found 
beneath the stratified epithelium of the villi. After the sixth month iron 
reaction is faint or negative. 

3. The epithelium of the amnion is flattened in the first period, cylin- 
drical and secretive in the second, limpid and vacuolated in the third. It 
has at last become only a dialysing membrane excreting neutralizing 
products. 

It is, therefore, reasonable to suppose that, if during the first two periods 
the maternal organism has insufficient iron to answer the foetal claim, the 
symptoms of anaemia may arise during these two periods. They will 
disappear only if pregnancy be interrupted at a suitable time. 


The radiographic diagnosis of anencephalus. 

Savona describes and illustrates by skiagrams six cases of anencephalus 
which have come under his observation. Whenever the condition is 
suspected an X-ray examination is of value both for diagnosis and treat- 
ment. The radiographic images obtained are usually sufficiently distinct 
to cnable the diagnosis to be made; characteristically the cranial vault is 
absent. In the normal foetus the bones are fairly evident. In the anen- 
cephalic foctus their absence, together with the presence of the nuclei 
of ossification of the bones of the base of the skull gives the data requisite 
for diagnosis. 

Once the diagnosis is made, interruption of pregnancy should be carried 
out, since the hydramnion, which usually accompanies the abnormality 
is always troublesome and often dangerous for the patient. 


Diathermy of the thyro-parathyroid region in metrorrhagia. 

Quinto describes 17 cases of metrorrhagia, 10 at puberty and seven in 
older women, By means of diathermic treatment of the thyro-parathyroid 
region, he obtained cessation of blood loss in all the cases, sometimes after 
the first application. 

\though the preliminary result of treatment was the same in every 
case, it Was inconstant as regards duration. In some cases the cure was 
lasting, in others haemorrhage recurred in a relatively short period of 
time. Among the causes which act in determining haemostasis one must 
scribe inportance to modifications in calcacmia and to the recovery of 
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normal endocrine relations. These changes must be associated with the 
effect of radiation. Calcium treatment should, therefore, be combined with 
the diathermic. 

Quinto concludes, from his results, that in every case of metrorrhagia 
at puberty diathermy should be adopted before other means are tried. The 
temporary haemostasis thus obtained seems to have a lasting effect on 
the endocrine disorder. In cases of metrorrhagia at a later age diathermy 
may be useful at first. R6éntgen therapy should afterwards be adopted. 


Citocol or the Sachs-Uritebsky reaction in obstetrics and gynaecology. 

Garofalo describes the means employed to obtain the chlosterin extract 
used by Sachs and Uritebsky as a serum test for syphilis. Citocol extract 
of ox’s heart was first prepared by Sachs in Heidleberg, but is now a 
commercial preparation. Unlike all other flocculation reactions, the 
Citocol method is simple and the result can be read shortly after the 
mixture of the blood serum and the reagent. Usually this can be done in 
one and a half hours or, at most, in two hours. Like all reactions with 
rapid flocculation it has the defect of sometimes giving non-specific 
results, but, on the other hand, it is extremely sensitive and may be 
compared to the original Wassermann test, at least in cases of latent 
syphilis. 

Garofalo gives his experience with the test: (1) In over 438 cases which 
he examined he had only one non-specific reaction with Citocol; this 
occurred in a case of advanced carcinoma of the cervix; (2) Its chief 
advantages are simplicity of technique, rapidity of execution, and clear- 
ness of recording. The aid of a lens or agglutinoscope was never required. 
Readings could be taken by the naked eye; (3) Normal pregnancy and 
labour did not affect its specific value. If the case were positive, flocculation 
was well marked; if negative the liquid was slightly turbid or opaque 
without flocchi; (4) The reactions of Wassermann and of Citocol proved to 
the author that syphilis was responsible for 5.26 per cent of cases in which 
abortion occurred during the first three months; for 41.66 per cent in 
the second trimester, and for 12.19 per cent of the cases of premature 
labour. Monstrosities and foetal malformations were due to syphilis in 
27.27 per cent of the cases. 


Considerations of five cases of resection of the pre-sacral nerve. 

Pampanini discusses the indications for and results of resection of the 
pre-sacral nerve either with or without such complementary operations as 
appendicectomy, bilateral ovarian resection or adnexectomy. 

He describes five cases on which he has operated at least a year ago, 
in all of which the immediate results were excellent. After a year’s inter- 
val these results still hold good as regards the general condition, although 
in two cases the effect on menstruation was negative. In two cases of 
melancholia, pelvic pain and dysmenorrhoea he performed resection of 
the pre-sacral nerve only. In three cases he removed the appendix as well; 
in one he resected both ovaries. 

In cases in which appendicitis is regarded as giving rise to dysmenori 
hoea he advocates combining appendicectomy with resection of the pre 
sacral nerve. He is of the opinion that the indications for resection might 
be extended with advantage, since all authorities agree that resection of 
the pre-sacral nerve is innocuous to the genital system, 
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Hemiplegia during labour. 

Hemiplegia during pregnancy is a somewhat infrequent occurrence, 
and it very seldom happens during labour. Bacialli, therefore, thinks it 
of interest to record a case which has recently come under his observation. 

The patient, who was aged 27 and had two children, began to have 
labour pains. On examination by the midwife, a shoulder presentation 
with protrusion of a hand was recognized. Removal to hospital was 
necessary. While preparing to go the patient said she had pricking sen- 
sations in her. right arm and leg. On the way to hospital, loss of power 
on the right side and affection of speecii superveued. She did not lose 
consciousness. On examination, the right side of the face, the right 
arm, and the right leg showed all the signs of hemiplegia. The shoulder 
was presenting and an arm had prolapsed. A healthy male child was 
delivered by version, the placenta followed spontaneously. There was no 
abnormal loss of blood and the puerperium was nearly normal. The 
paresis of the face gradually disappeared, slight movements could be exe- 
cuted by the right leg but the right arm still remained paralysed. After 
17 days she was removed to a medical ward. There was not any evidence 
of syphilis, but some indications of a slight cardiac lesion. Bacialli attri- 
butes the hemiplegia to a subcortical haemorrhage, facilitated by low 
arterial tension (the lowest recorded blood-pressure was between 85 and 
go m.m. Hg.). 

J. H. Filshill. 


Acta Obstetrica et Gynecologica Scandinavica. 


Vol. 12; Fase. 2. 

Kristian Brandt. In memoriam. I. Severin Petersen. 

*The sterilization of women in the puerperium. K. Skajaa. 

Gonorrhoea. Complement fixation. Puerperium. E,. Brandstrup. 

About the treatment of the umbilical cord and a simplified navel clip. 
J. Lovset. 

A new pregnancy with a missed abortion. J. Lovset. 

A case of ovarian teratoma; recovery. (GG. Norsman. 

A case of poisoning with aetheroleum sabiae with unusual symptoms. 
A. Wessen, 

*The symphysis pubis in pregnancy and parturition, J. Heyman and A. 
Lundvist. 





The sterilization of women in the puerperium. 


Skajaa discusses the sterilization of women in the puerperium based 
on his experience of 126 cases. In 8o cases the operation was carried out 
within four days of delivery and in these recovery was entirely uneventful 
except in one case in which simple thrombosis occurred. In the remaining 
46 cases the operation took place between the fifth and twenty-ninth days ; 
seven of the patients suffered from thrombosis and one from embolism. 

The highest incidence of thrombosis occurred in those cases in which 
the operation was performed on the fifth and sixth day. The operation 
was carried out with the greatest ease on the second or third day after 
delivery when either cornu can be reached without disturbance of the parts 
through a small median incision. It was carried out with a local 
anaesthetic, 
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The symphysis pubis in pregnancy and parturition. 

Heyman and Lundvist carried out a series of X-ray investigations on 
pregnant women before delivery, during labour and after delivery to 
determine the alteration, if any, in the symphysis pubis. For this investi- 
gation 74 pregnant women were examined and eight of them were again 
examined during labour. 

Variations in the width of the symphysis were found invariably to 
occur. In each case there was an increase in the width during pregnancy 
and a decrease following parturition. As the reduction in most cases was 
greater than the observed original increase, the writers consider that this 
widening may occur very early in pregnancy, that is before the X-ray 
photographs were taken. 

The measured widening was slight in the X-ray photographs, it varied 
from one to 12 millimetres, which corresponds to an actual difference of 
0.5 to seven millimetres. Further widening of the symphysis was not 
observed during labour. The authors consider the demonstrated widening 
of the symphysis to be part of an active biological process, begun in the 
sarly stages of pregnancy, and tending, like similar processes in the sacro- 
iliac joints, to increase the capacity of the pelvis. After delivery the 
symphysis appears to re-assume its original width. Certain observations 
seem to indicate that the variation is greater in multiparae than in 
primiparae. 

R. H. B. Adamson. 





The Japanese Journal of Obstetrics and Gynecology. 
Vol. xv, No. 1, April, 1932. 

*Supravaginal amputation of the pregnant uterus by the vaginal route. 
H. Okabayashi. 

An experimental study of Krénig’s operation. Part. I. Histological 
investigation. T. Kumamoto. 

An experimental study of Krénig’s operation. Part III. The effects of 
Krénig’s operation and X-ray irradiation upon transplanted sarcoma 
of the uterus in the rabbit. T. Kumamoto. 

An experimental study of Kroénig’s operation. Part IV. Pharmaco- 
logical sensibility of the uterus extirpated after the ligation of afferent 
blood-vessels. T. Kumamoto. 

An investigation of the placental ferments during various stages of 
pregnancy. M. Abe. 

A biological investigation of iron metabolism. Part II. Rise and fall of 
the amount of iron contained in the blood and liver of the mother and 
the young of the albino-rat during pregnancy, puerperium, and lacta- 
tion. Part III. On the effects of various iron medicaments upon the 
amount of haemoglobin, the number of erythrocytes, and the regenera- 
tive function of the blood catalase in the blood of rabbits made 
anaemic experimentally. Part IV. On the effects of iron deficiency 
and administration of iron upon the development of the mother and 
the young of the albino rat and the ovarian function. §S. Inoue. 

Treatment of leucorrhoea by spuman. H. Matsuoka and H. Kawakami. 
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Supravaginal amputation of the pregnant uterus by the vaginal route. 

The author maintains that vaginal supravaginal amputation of a preg- 
nant uterus should be a recognized operation for the termination of 
pregnancy before the fifth month. The statistics of 31 operations are 
given. The indications were pulmonary tuberculosis (go per cent) and 
cardiac disease (10 per cent), Local anaesthesia is strongly advised, 
although the author uses spinal analgesia on occasions. The complica- 
tion of mild parametritis occurred in two cases. 

Details of the operative technique are not given, but the author 
stresses the simplicity of the operation. 

C. D Read. 


The Cancer Review. 
The following abstracts are abstracted from ‘‘The Cancer Review : 
a Journal of Abstracts,’’ by kind permission of the British Empire Cancer 
Campaign. 
Vol. VII, Nos. 5 and 6. 
The association of cancer and syphilis as determined by positive serology. 
G. H. BELoTE. Amer. Journ. of Syph., 1931, 15, PP. 372-375- 
Among 1,267 patients with carcinoma, proved at operation or necropsy, 
6.6 per cent gave a positive Wassermann reaction. The figure for women 
with uterine cancer was much higher, 15.1 per cent. 
F. Cavers. 


Pernicious anaemia and carcinoma. 

F. SALTZMAN. Acta Med. Scand., 1931, 75, pp. 198-204. (Helsingfors.) 

A case in which a woman had been successfully treated by radium for 
carcinoma of the uterine cervix and two years later developed pernicious 
anaemia which ended fatally in less than 12 months, is reported. At 
necropsy the diagnosis of pernicious anaemia was confirmed, but there 
was not any sign of recurrence or metastasis of the carcinoma, The 
author thinks it improbable that the anaemia was the cause of the cancer 
or vice versa, the association of the two diseases being more likely 
fortuitous. 

F. Cavers. 


Uterine carcinoma with recurrence in the vagina and metastasis in the nose. 

J. COHEN. Zeitschr. f. Laryngol., 1931, 21, pp. 452-453. 

Four years after radical hysterectomy for cylindrical cell uterine 
carcinoma, a recurrence was observed in the vagina and a metastasis in 
the nose; X-ray treatment was refused by the patient. 


F. Cavers. 





The aetiology of carcinoma of the female urethra. 

1. Motinorr. Zentralb. f. Gyndkol., 1931, 55, pp. 902-911. 

The author discusses the possible aetiological importance of such 
lesions as parturition injury scars, inflammatory irritation (chiefly gonor- 
rhoeal), chronic urethritis, traumatic stricture, and rhagades, and con- 
cludes that there is not any evidence that these favour the development 
of urethral cancer. A more interesting question is whether benign 
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neoplasms of the urethral meatus, especially caruncles and polypi, may 
undergo carcinomatous change. In the available literature he found 
reports of only eight cases that might have arisen in this way. However, 
from clinical and histological examination of 34 cases in Prof. R. Meyer’s 
clinic he was unable to find a single case of caruncle or polypus showing 
precancerous features or malignant change. 

F. Cavers. 


Carcinoma of the female urethra and its treatment. 

F. v. MIKULICZ-RADECKI. Zentralb. f. Gyndkol., 1931, 5 
2938; 2 figs. (Gynaecological Clinic, University of Berlin.) 

The author points out that very little is definitely known regarding 
the frequency of this lesion. He cites Venot and Parcelier (Rev. de 
Chir., 1921, 59) as having collected 0 cases, and Shaw (Journ. Obstet. and 
Gynaecol., 1923, 30) 100 cases. [Besides papers in the recent literature 
not cited by him but abstracted in this Review (1929, 5, Abstract 1251; 
1930, 6, Abstracts 1147-1149; 1931, 7, Abstract 1104), there is one by 
Fruchard (this Review, 1929, 5, Abstract 764), who collected 115 cases. ] 
A distinction may be drawn between primary and secondary urethral 
carcinoma; the former arises in the mucosa of the urethra or that of the 
meatal margin (termed by Ehrendorfer vulvo-urethral carcinoma), the 
latter by spread from carcinoma of the vulva or of the anterior vaginal 
wall (Stoeckel’s peri-urethral carcinoma). In a wider sense isolated 
urethral metastasis from cancer of the uterus may be included in the 
second group. The exact point of origin is often difficult to determine 
in the first group especially, as many cases are seen in an advanced stage 
Only 14 cases were seen at the Berlin clinic (1913 to 1931), and five of 
these were of the vulvo-urethal group. The prognosis is more favourable 
with this type than with other types because the symptoms appear earlier 
and the patient, therefore, comes earlier for treatment. 

Four surgical methods of treatment have been used- (1) resection of 
the affected portion of the urethra; (2) simple total extirpation of the 
urethra; (3) extended total extirpation; (4) any of these, combined with 
resection of the inguinal glands. The end-results of operation do not 
appear to have been encouraging, and the author gives brief notes on 14 
cases treated by X-rays or radium, from 1913 to 1931, at the Berlin clinic 
with somewhat better results. 


5, PP. 2922- 


F. Cavers. 


Chorion-epithelioma in males. 

C. G. Anustrom. Acta Pahtol. Scand., 1931, 8, pp. 213-257. (Patho- 
logical Institute, University, Ind.) 

The author gives a detailed account, chiefly histological, of three new 
cases, reviews the literature of the subject, and discusses the pathogenesis 
of this lesion. He considers that the morphological similarities between 
chorion-epithelioma in males and in females does not indicate histogenetic 
equivalence. His reasons for this conclusion are as follows: (1) ‘Terato- 
matous chorion-epithelioma is almost exclusively found in man and in the 
testis. (2) The constituents of these tumours never include benign chorionic 
epithelium. (3) In males, metastases from chorion-epithelioma occur as a 
rule only in the retroperitoneal lymph glands, and are rarely carried to 
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distant parts by the blood-stream as in females. (4) In some cases transi- 
tional forms occur between chorion-epithelioma and other types of testicular 
tumour—large-celled carcinoma (seminoma) and adenocarcinoma. In one 
of his cases he observed direct transition from chorion-epithelioma-like 
structures to adenocarcinomatous proliferation. Hence the  chorion- 
epithelioma of males is simply a special type of testicular tumour arising 
from the parenchyma of that organ, its syncytial elements being derived 
from Sertoli’s syncytium. 


F. Cavers. 


Chorion-epithelioma of testis, with strongly positive Aschheim-Zondek reaction. 

Hapy. Zentralb. f. Gyndkol., 1931, 55, pp- 912-917. 

A man of 22 attended hospital with a swelling of the right testicle, first 
noticed four months previously. He refused operation, but, soon after- 
wards, returned with cough and great weakness. The right testicle was 
removed; the histological diagnosis of chorion-epithelioma was made by 
R. Meyer. Death occurred a fortnight later, after the appearance of several 
subcutaneous tumours, a pleural effusion of blood and convulsive move- 
ments of the limbs, suggesting widespread metastasis ; necropsy was not 
permitted. Tests were made of the urine during life. In female mice 
weighing 4.5 to 5.6 grm. reactions I and II were obtained, in older mice 
(5.8 to 8.5 grm.) reactions I, II and III were strongly positive (see this 
REVIEW, 1932, 7, Abstract 310), while the male mice used showed swelling 
of the testes and seminal vesicles. 

F. Cavers. 


Pyloric carcinoma accompanied by adenocarcinoma in one ovary and Krukenberg’s 

tumour in the other. 

G. VAZZOLER. Arch. Ital. Anat. e. Istol. Patol., 1931, 2, pp. 425-442. 

At necropsy on a woman of 46, who had died soon after the removal of a 
pyloric carcinoma, a tumour was found in each ovary. In one case the 
tumour had the structure of an adenocarcinoma, in the other that of a 
fibrosarcoma mucocellulare carcinomatodes, as originally described by 
Krukenberg. The author raises, but leaves open, the question whether the 
second ovarian tumour had arisen independently in the ovary (some writers 
maintain that this is always the case with Krukenberg’s tumours), or was, 
like the first, a metastatic growth, although of modified structure. 

F. Cavers. 


Five-year cure of ovarian carcinoma (Krukenberg’s type) secondary to adenocar- 
cinoma of the caecum. 

I. Amreicu. Wien. klin. Woch., 1931, 44, pp. 165-168. (First 
Gynaccological Clinic, University, Vienna.) 

Krom 19to to 1915, 13 Krukenberg’s tumours were removed out of 115 
ovarian carcinomata, The author estimates that up to 1930, 373 cases have 
been reported, and that the site of the primary tumour, when given, has been 
the stomach in 250, the caccum or colon in 32, gall-bladder and bile-ducts 
in 17, the rectum in 14, the small intestine in g. He reports the case of a 
woman of 62 on whom he operated in April, 1925, for a tumour of the 
caccum (ieocaccal resection) and in whom he found also a large solid tumour 
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of the right ovary. The uterus and the adnexa were extirpated two weeks 
later. The caecal tumour was an adenocarcinoma with mucous degenera- 
tion in places; the ovarian tumour contained dense fibrous’ tissue and 
strands of undifferentiated epithelial cells some of which showed mucous 
change and signet-ring form. The patient was free from recurrence when 
seen in September, 1930, and the author was unable to find in the literature 
a previous report of a five-year cure of metastatic ovarian carcinoma. 


F. Cavers. 


Luteinoma of the ovary with virilism. 

A. Cosacesco, S. DRAGANESCO, M. GEORGESCO and G. T. DINISCHIOTU. 
Presse Méd., 1931, 39, pp. 1264-1267; 5 figs. (Bucarest.) 

A woman of 34 gave a history of amenorrhoea during the past eight 
years and showed marked sigits of virilism which had gradually increased 
during the past six years, and included hirsuteness, hypertrophy of the 
vulva and clitoris, and under-development of the breasts. The left ovary 
was enlarged to the size of an orange. At operation this ovary and the left 
Fallopian tube were removed; the right ovary appeared normal and was 
not removed. A piece of an ovarian fibroma, taken from another woman 
operated upon at the same time, was grafted on the anterior wall of the 
uterus near the fundus. Five weeks after operation menstruation occurred 
and became regular, while the signs of virilism showed regression. The 
authors believe that the corpus luteum and the suprarenal cortex are 
closely related histogenitically and bio-chemically, and that the same 


. 


peculiar cell type (‘Cellule & granulations lipoidales’) is common to both. 
F. Cavers. 


The association of ovarian neoplasms with endometrial hyperplasia. 

E.S. J. Kinc. Australian and New Zealand Jour. of Surg., 1931, 1, pp. 
28-40; 15 figs. (Department of Pathology, University, Melbourne.) 

After referring to the fact that in most of the reported cases of endo- 
metrial hyperplasia associated with ovarian tumours the latter have been 
either luteinomata or granulosa cell tumours, the author describes three 
such cases in which the ovarian tumours consisted almost entirely of un- 
differentiated stroma tissue. He suggests and discusses three possible 
explanations of the apparent relation between endometrial overgrowth (in 
one case adenocarcinoma of the uterine body was found) and ovarian 
stromatogenous tumours. (1) ‘The presence of the growth may cause 
irritation of and perhaps excessive secretion from the epithelial components 
of the ovarian tissue which remains. (2) Epithelial elements may be 
present in some portions of the tumours which have not been examined. 
(3) The stroma of the ovary may be closely related to the epithelium and 
by structural and functional activity possibly have a similar effect on the 
endometrium.’”? One of the cases observed leads the author to favour the 
third explanation ; the tumour here combined the features of granulosa cell 
and stromatogenous tumours. ‘The illustrations are excellent, and a useful 
list of 55 references is given. 


F. Cavers. 
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The formation of perivascular decidual cells in ovarian tissue around a primary 
chorion-epithelioma of the ovary. 

C. Srimarp. Union Méd. du Canada, 1931, 60, pp. 153-157. 

In a woman of 42 whose last pregnancy had occurred six years pre- 
viously, the left ovary, which was as large as a grape-fruit, was removed. 
In the tissue surrounding it the capillary vessels contained layers of large 
polymorphic celJs with faintly staining nuclei and cytoplasm. The latter 
are thought to be decidual cells produced in response to the hormones of 
the chorion-epithelioma. 

F. Cavers. 


The relations between the anterior lobe of the pituitary, pregnancy, and the men- 
strual changes in the uterus, and the aetiology of uterine cancer. 

J. Horsaver. Graviditatsverandcrungen des Cervixepithels und ihre 
Stellung in der Aetiologie des Uteruskarzinoms. Zentralb. f. Gynikol., 
1931, 55, Pp. 428-435; 7 figs. J. Horpavger. Hyperplasia endometrii 
pituitaria. Ibid., pp.2569-2573; 6 figs. H. HarTMANN and H. OLBERS. Die 
zyklischen Verainderungen des Cervixepithels beim Meerschweinchen, 
zugleich einige Bemerkungen zur Arbeit von Hofbauer ‘‘ Kausale Faktore 
der-genitalen pracancerésen Veranderungen ” im Zbl. Gyndk., 1930, Nr. 28. 
Ibid., 1931, 55, pp. 1314-1319; 8 figs. K. Tietze. Regressive und pro- 
gressive Prozesse in finktionell abnorm proliferierten Endometrien. (1) 
Ursache der Bliitungen bei der glandular-cystischen Hyperplasie infolge 
persistierender reifender Follikel. Metropathia haemorrhagica. (2) Die 
Carcinomgefahr in diesen funktionell abnormen Endometrien. Arch. f. 
Gyndkol., 1930, 142, pp. 680-7or. P. E. Moruarpt. La préhypophyse, la 
gestation et la cancer. Progrés Méd., 1931, 58, pp. 709-717. 

In the first two papers, as in others previously published, the author 
maintains a theory that the anterior lobe of the pituitary gland is the cause 
of proliferative epithelial changes occurring during the menstrual cycle in 
guinea-pigs and during pregnancy in women, also that irradiation of the 
pituitary gland, advocated by him, has proved of great value as an adjunct 
to radium treatment of uterine cancer. However, in the first of the two 
papers above cited, he breaks new ground by stating that biopsy of the 
cervix at different stages in pregnancy showed hypertrophy and _hetero- 
plasia of the epithelium, this being attributed to excessive production cf 
the anterior pituitary lobe hormone, just as in the experiments on guinea- 
pigs already reported (see this REVIEW, 1931, 6, Abstract 1509). The second 
paper contains nothing new; the author re-reports his findings in the 
uterus and ovaries of guinea-pigs treated by intraperitoneal injections of 
alkaline extract of ox’s pituitary or by the intramuscular implantation of 
the anterior pituitary lobe. Hartmann and Olbers examined material 
obtained from the cervix and vagina in 36 guinea-pigs by curettage per- 
formed at intervals of 24 hours during the menstrual cycle. Their findings 
correspond completely with those of the writers, mostly American, who 
had previously investigated the subject in detail—Loeb (Jour. Morph. and 
Physiol., 1911; Biol, Bull. Mar. Biol. Lab., 1914), Ischii (Biol. Bull. Mar. 
Biol. Lab., 1920), Stockard and Papanicolou (Amer. Jour. Anat., 1917), 
Selle (Ibid., 1922), Lombard (Ibid., 1929). They also point out that the 
epithelial changes described by them, and by the writers cited, in normal 
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guinea-pigs are identical with those described by Hofbauer as being set up 
by treatment with anterior pituitary lobe; as they remark, most of their 
illustrations correspond exactly with Hofbauer’s. The latter writer has 
therefore simply redescribed changes which have long been known to 
occur in normal animals, and not precancerous changes. 

Tietze notes that various writers have reported irregular atypical haemor- 
rhages, occurring at puberty, at the menopause and sometimes in the 
interval between puberty and the menopause, which have been attributed 
to glandular hyperplasia of the endometrium. In 100 cases histologically 
examined by the author (including 14 removed uteri and 367 curettages) 87 
showed definite signs of circulatory disturbances in the form of stasis, 
infarcation and thrombosis of the vessels of the uteriné mucosa, and groups 
of disintegrating cells. In some cases the vascular changes predominated, 
in others the appearance of necrotic cell masses. The changes in the 
mucosa included hyperplasia and branching of, and cyst-formation in, the 
glands. In six patients at the climacteric, the endometrial changes were 
somewhat more marked and included transitions from the apparently 
normal cyclic changes just described to what might be interpreted as actual 
pathological processes, namely increased epithelial proliferation and_be- 
ginning stromal hyperplasia. Even among these cases, however, the 
author found none which could be regarded as truly atypical and in any 
sense precancerous. He concludes that there is no evidence that cystic- 
glandular hyperplasia leads to unlimited growth and thus to the develop- 
ment of carcinoma. 

Morhardt, without adding any observations of his own, briefly reviews 
some of those made by others who have written on the relations of cancer 
to (1) pregnancy and (2) anterior pituitary lobe hormone. He concludes 
that pregnancy not only stimulates the growth of an already present malig- 
nant growth, whether in the uterus or elsewhere, but also sets up precan- 
cerous conditions in the uterus. He thinks it very significant that the 
cancer patient and the pregnant woman both have increased lactic acid in 
the blood and increased prolan A in the urine, and predicts that further 
study of these relations will lead to valuable therapeutic and prophylactic 
discoveries. 


F. Cavers. 


The treatment of vesicular mote. 
M. RockMmans. Presse Méd., 1932, 40, p. 50. 

The author points out that, while the symptoms of vesicular mole are 
usually obvious, the clinical diagnosis of versicular mole is sometimes diffi- 
cult, although now greatly facilitated by the Aschheim-Zondek reaction. 
He advises curettage, with repetition of the test. Should the reaction 
remain positive, curettage may be repeaed once, and if this is unsuccessful 
hysterectomy should be performed. 

F. Cavers. 


Leucoplakia followed by recurrent carcinoma of the vulva. 

S. Morimoto. Acta Dermatol., 1931, 17, p. 313. 

After a few months of vulval itching, a tumour of the clitoris with leuco- 
plakia of the right labium minus and part of the labium majus appeared in 
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a woman of 22. The tumour and the leucoplakic skin were removed, and 
post-operative radium treatment given; but ten months later a tumour, as 
large as a hen’s egg, appeared on the site occupied formerly by the leuco 
plakia. In both cases the tumour was prickle-celled carcinoma. 


F. Cavers. 


Carcinoma arising on the site of kraurosis vulvae of 20 years’ standing. 

C. Perouraup and J. Rousset. Bull. Soc. frang de Dermatol., 1931, 38; 
Pp. 1042-1044. 

A woman of 84 had suffered from kraurosis vulvae for about 20 years; 
before the onset of kraurosis her left breast had been removed for car- 
cinoma. For the last few months she had had a tumour on the right labium 
majus, which, on being removed, proved to be prickle-celled carcinoma. 


F. Cavers. 


Leucoplakic vulvitis or kraurosis vulvae; its relation to carcinoma and its surgical 
treatment, 


V. S. COUNSELLER. Minnesota Med., 1931, 14, pp. 312-318. 

The author does not believe that carcinoma develops frequently from 
leucoplakia. [Rentschler (Ann. of Surg., 1929, 89, p. 709), reviewing 71 
cases of primary vulval carcinoma, found that, while 28 gave a history of 
pruritus, only in five was leucoplakia associated with malignant change. ] 
He, therefore, advises more conservative treatinent than do some recent 
writers. In the early stages, section of the internal pudic nerve for relief of 
itching and examination of the patient every six months are advised. If 
a malignant growth is shown on biopsy to be of low grade, simple removal 
of the vulva is performed; if of high grade, or with inguinal glandular 
involvement, a more radical operation with removal of the inguinal 
lymphatic glands on both sides should be performed. 


F. Cavers. 


Papillary carcinoma of the vulva. 


L.. M. PAUTRIER and F. WoRINGER. Bull. Soc. frang. de Dermatol., 1931, 
38, pp. 1241-1247. 


This tumour of the larger and smaller labia and the neighbouring skin 
showed the clinical features of erythroplasia, but was histologically carci- 
nomatous ; regression occurred after X-ray treatment. 


F. Cavers. 


A large tumour of the vulva (myxoma undergoing sarcomatous change). 

H. LEISCHNER. Bruns’ Beitr. 2. klin. Chir., 1930, 148, pp. 226-229. 

This tumour arose from the right labium majus of a woman of 48; it 
Was first noticed 12 years previously, and, during the last two years, had 
grown to the size of an adult’s head. It was removed with difficulty from 
its attachments to the vesicle wall, rectum and peritoneum; the patient 
was alive and well two years later. The tumour, which weighed 32 kilo- 
grammes, was a myxoma showing in places sarcomatous change (myxo- 
sarcoma). \ 


F. Cavers. 
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The methods of irradiation treatment of uterine cancer. 

I, M. Ast1 and A. Ratti. Fol. Gynaecol., 1931, 28, pp. 207-294. 
(University Institute of Radiology and Radiological Section of Cancer 
Institute, Milan.) 

This long paper is devoted to a discussion of the rationale and methods 
of treatment of cancer of the cervix. The authors emphasize the need for 
considering both the actual growth and the affected regional lymphatic 
glands when planning the treatment. Radium treatment aims at the 
destruction of the former, deep X-ray treatment at that of the latter. They 
insert radium carriers both into the cervical canal and into the vaginal 
vault. X-ray irradiation is given in three or four fields anteriorly and 
posteriorly, seldom laterally ; a dosage of 600 R per field is used. 

F. Cavers. 


The grading of carcinoma of the cervix uteri as checked at autopsy. 

S. WARREN. Arch. of Pathol., 1931, 12, pp. 783-786. 

This study is based on the observations made at autopsy in 102 cases of 
carcinoma of the cervix uteri. 

‘“A modification of the Broders classification was used dividing the 
epidermoid carcinomata, on the basis of differentiation of the tumour cells, 
frequency of mitosis and relation of the tumour to the stroma, into three 
groups : group 1 of low malignancy, group 2 of medium malignancy, and 
group 3 of high malignancy.’’ 

In three cases no trace of tumour could be found at autopsy. Fourteen 
cases were either glandular or mixed glandular and epidermoid carcinomata. 
The following were the findings in the remaining 85 cases: 


Number of No Glandular Visceral 
Cases Metastases Metastases Metastases 
Grade _ I 23 13 7 1 
Re II 44 10 aa 16 
rem 18 2 14 12 


W. G. Barnard. 


The aetiology of carcinoma of the uterine cervix, with reference to obstetric trauma. 

W. LIEPMANN. Med. Klin., 1931, 27 pp. 846-847. 

After reviewing part of the voluminous literature on the subject of the 
greater incidence of this disease in parous than in nulliparous women, the 
author suggests that a more important part may be played by abortion, 
natural or induced, and by various physical contraconceptional devices, 
especially intra-uterine pessaries. 

F. Cavers. 


Squamous-celled and mixed squamous-adenomatous carcinomata of the body of the 

uterus. 

G. Morra. Riv. Ital. Ginecol., 1931., 12, pp. 261-279. 

The author describes the microscopic structure in six cases of corporeal 
carcinoma. He especially discusses the pathogenesis of tumours in which 
squamous cells are found alone or mixed with the ordinary glandular cells, 
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The occurrence of the former, i.e., squamous carcinoma instead of the usual 
adenocarcinoma, is attributed to metaplasia arising as a result of inflam- 
matory processes, especially pyometra; while in the latter case there are 
transitions between the ordinary adenomatous elements and the squamous 
epithelium, the latter arising by indirect metaplasia. The presence of 
squamous epithelium in adenocarcinomata does not appear to influence the 
prognosis or grade of malignancy of the tumour. 


F. Cavers. 


Haemorrhage at the menopause and cancer of the ovary. 

H. P. A. Smit. Nederl. Tijds. v. Gen., 1931, 75, pp- 1764-1768. 

The author reports two cases to show that uterine bleeding at the 
climacteric may be caused by, and even be the only symptom of, carcinoma 
of the ovary, especially that of cylinder-celled type. 

F. Cavers. 


Krukenberg’s tumours and other secondary ovarian carcinomata. 

J. M. HunpLeY. Southern Med. Jour., 1931, 24, pp. 579-587. 

The author divides the more frequent sites of primary carcinomata 
which metastasize to the ovaries into (1) distant organs, e.g., breast, 
thyroid gland, (2) abdominal organs, e.g., stomach, bowel, gall-bladder, 
suprarenal glands ; (3) closely neighbouring organs, e.g., uterus, Fallopian 
tubes, rectum. Metastasis may be effected by lymphatic carriage, implan- 
tation, direct extension, and blood carriage; the two first-named methods 
are the most frequent. Secondary ovarian tumours are most often 
metastases from carcinomata of the gastro-intestinal tract. Cases have 
been reported in which primary and metastatic tumours have occurred 
simultaneously in the ovary. 


F. Cavers. 
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The first meeting of the Section was held on Wednesday, July 27th, 1932 


Professor BECKWITH WHITEHOUSE (Birmingham), in opening the dis- 


THE INDICATIONS FOR THE INDUCTION OF ABORTION, 
observed that the problem was by no means new. Abortion-mongering 
was common during the luxurious conditions of life that preceded the fall 


Owing to the ease of international communication it is easy for one 
nation to influence the policy of another. The general public in Great 
Britain know perfectly well that they can have an undesired pregnancy ter- 
minated on the Continent, and, even at home, it may be done and a neces- 
sary indication found. Such a remark implies a libel on the profession and 
emphasizes the need of a careful revision of the approved indications tor 
abortion. The members of the medical profession are the servants of the 
public but at the same time the preservers of the national health. 
economic and moral aspects of the case should not concern them, 
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It is important that the lay mind should realize that the procuring of 
abortion is by no means devoid of risk not only to life but to the subse- 
quent health. Recent statements to the contrary from Russia and Germany 
are not reliable. Pust reports that 8,000 women die annually in Germany 
from abortion and 25,000 become permanent invalids. Puerperal sepsis fol- 
lowing abortion is of a most virulent nature and adds considerably to the 
mortality. The League of Nations, reporting on Maternal Mortality, stated 
that abortion has become a more important cause of maternal death than 
delivery at term. 

Professor Beckwith Whitehouse commented on the fact that abortion was 
not notifiable in Great Britain and consequently there was considerable diffi- 
culty in obtaining reliable information upon the incidence of spontaneous 
abortion. He felt that notification would be beneficial as it would empha- 
size the importance the medical profession attached to the termination of 
pregnancy. He did not think that criminal abortion was increasing ; this 
was due to the increasing knowledge of contraceptives and the fact that 
abortion was being performed for so-called minor indications which would 
not have been accepted 25 years ago. He classified the indications for 
abortion as major, or accepted, and minor, or debatable. He did not think 
that the latter figured largely in any collective investigation but they were 
definitely increasing. The operation for procuring abortion in England is 
justified only if it is done to save the life of the mother. The inclusion in 
the Act of the words ‘ seventh month pregnancy ” and the omission of all 
reference to the health of the mother as distinct from her life has left the 
matter in a most unsatisfactory position. Abortion performed solely in the 
interests of the mother’s health is an illegal act. 

The speaker emphasized the difficulty of laying down a set of indica- 
tions which may be generally applicable and expressed the opinion that, as 
regards the minor indications, the family practitioner was in the best 
position to make a decision. 

Finally, Professor Beckwith Whitehouse insisted that if an operation for 
abortion is decided on, it should be done with the same publicity as any 
other surgical procedure. 

Dr. R. H. J. M. Corpnetr (Dublin) explained the Catholic attitude to- 
wards the induction of abortion for therapeutic purposes as the logical 
sequence from the recognition of the fact that the foetus in utero is a living 
individual and as such is entitled to the same care and protection as any 
one of us. To empty the uterus is to destroy the life of an innocent indi- 
vidual. 

In cases in which the patient is suffering from a disease not aetio- 
logically connected with the pregnancy, the foetus is certainly innocent 
and even in hyperemesis gravidarum, or any other toxaemia of pregnancy, 
there is no absolute proof that the pregnancy itself is abnormal. The effects 
of treatment point to the condition as one of normal pregnancy in an 
abnormal mother. The doctor is not morally justified in directly procuring 
abortion even to save the mother’s life. It is wrong to perform an evil 
act that apparent good may come of it. On the other hand, the doctor may 
treat the disease by the best means in his power even though the treat- 
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ment may result in spontaneous abortion, but no direct attack on the 
foetus should be made. In the same way, Wertheim’s hysterectomy is 
morally justifiable in an early case of carcinoma of the cervix complicated 
by pregnancy. A rapid and certain method of diagnosing intra-uterine 
death is needed. He hoped that adequate pre-natal supervision will relieve 
the physician of his worries with toxaemia and believed that, as one knew 
more, the therapeutic indications for abortion would diminish. 

PROFESSOR DAME ToUISE McILRoy (London) thought that the subject 
should be considered under two headings, medical and ethical. She re- 
marked on the difficulty of satisfactorily classifying the indications and 
emphasized the necessity of considering each case on its merits. Pul- 
monary tuberculosis and cardiac disease are the most common indications. 

Cases complicated by pulmonary tuberculosis should be carefully in- 
vestigated and the opinion of a physician obtained before deciding on the 
course of treatment to be adopted. She thought that proper facilities for 
sanatorium treatment would greatly diminish the necessity for the induc- 
tion of abortion in cases of tuberculosis; early attendance at the antenatal 
clinic gave facilities for early treatment. 

The modern treatment of diabetes and syphilis tended to reduce the 
number of inductions in these cases. The speaker thought that criminal 
abortion was on the increase owing to economic stress. She said that 
abortion is homicide, except in the case of criminal assault ; and that thera- 
peutic abortion is justifiable homicide. It is the duty of obstetricians to 
see that no laxation of the law, as it stands, is allowed. Medicine cannot 
be made the tool of political agitators who have no knowledge of the 
intrinsic physiology of the human mind and body. 

PROFESSOR Munro KERR (Glasgow) said that there was a 20 per cent 
increase in the mortality from abortion in the last three years. The mor- 
tality from abortion accounted for 10 per cent of the total maternal 
mortality, but he did not think that this seriously influenced the maternal 
mortality and disagreed with the statements that more deaths occurred 
from sepsis following abortion than childbirth. He thought that there 
was an undoubted increase in criminal abortion, as shown by the increase 
in the number of deaths from abortion and by the increased demand for 
abortifacients. 

There is an increasing number of married women who decide to 
have their pregnancies terminated on the plea that they cannot afford to 
bring up a large family. Therapeutic abortion is not legalized, but it is 
accepted, if done to save life or to prevent serious ill health. He thought 
the present Act allowed sufficient latitude and did not believe good would 
come if the Act was altered. He was of the opinion that it would be diffi- 
cult to draft an Act extending the operation for termination on economic 
grounds without endangering the whole fabric of society. Professor Munro 
Kerr felt sure all would be agreed that chronic renal disease was a justifi- 
able indication for abortion on account of the severe detrimental effect on 
the mother and the high mortality of the foetus. Hyperemesis gravidarum 
should not necessitate abortion if adequate treatment was adopted. He 
agreed with Professor Beckwith Whitehouse that the operation should not 
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be treated lightly and recommended the abdominal route for very severe 
cases and when sterilization was necessary. 

Lizut. COLONEL SPENCER Mort (North Middlesex L.C.C. Hospital) said 
that the subjects of abortion, contraception, and sterilization were closely 
bound together. When abortion was performed it was impossible to know 
if one was destroying a child which might be capable of attaining out- 
standing merit, but there were cases in which this risk had to be taken. 

Dr. DuNLop (Malthusian League) proposed the following suggestion for 
the drafting of a Bill—‘that abortion should be legal on medical grounds 
and if the applicant for abortion has had two children.” The number of 
children might be subject to the wealth of the patient. Dr. Dunlop re- 
marked that the possibility of pregnancy was an anxiety which was not 
uncommon and only relieved by the appearance of the next period. He 
considered this anxiety to be detrimental to the patient’s psychology. 

Mr. Eric Stacey (Sheffield) considered that compulsory notification of 
abortion would be an inadvisable step. The earlier a case came under 
treatment, particularly when nefarious interference had taken place, the 
less is the risk of supervening sepsis. The difficulty at present was to get 
cases early, and if notification were instituted the tendency would be for 
patients to refrain from seeking medical attention until some serious 
complication, such as peritonitis, had occurred. He thought that the law 
on abortion should not be tampered with, because the wholesale intro- 
duction of abortion, as prevailed in Russia, would sap the physical and 
moral vitality of the nation as it is doing in that country. 

In his opinion therapeutic abortion is justifiable only in those cases in 
which the life of the mother is in jeopardy and permanent il] health would 
accrue to her as a result of the natural progress of pregnancy. This being 
so, the rational conclusion was that therapeutic abortion could very rarely 
be defended unless the operator were prepared to sterilize the patient. 

Dr. KATHLEEN VAUGHAN (London) opposed the proposals for abortion 
because the welfare of the race is of far greater moment than the life of 
any individual woman. Without numbers there can be no selection and no 
racial advance. The birth control advocates and those who would legalize 
abortion are destroying life before they know the sex, the mental capacity, 
or the usefulness of the child. No breeder of animals could hope for success 
on such unscientific lines. 

A nation practising such destructive methods soon has to ask why it 
is without pioneers and leaders of men, why genius ceases to appear and 
why the whole race tends to a dull mediocrity ; for decreasing fertility in a 
nation, either artificially or naturally produced, seems to mean this. 

Dr. Maser RAMSAy (Plymouth) thought that the list of indications for 
the induction of abortion could be reduced; she did not think induction 
was ever necessary in cases of hyperemesis gravidarum. She said that 
there was a growing agitation in Berlin to make abortion legal. In Ger- 
many 5,000 abortionists were arrested annually. She was thankful for the 
rigid British administration, for this supplies all that is necessary, and the 
operation can be performed publically in the few cases in which it is 
required to save life. 
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Dr. Ramsay said she had had two cases in which the mothers were 
only 12 years old. One of these gave birth to an idiot and the other nearly 
died of albuminuria. She considered that rape was a justifiable indication 
for abortion. 


Dr. L. W. HEFFERMAN (Swansea) considered that the general practitioner 
had a wider experience of obstetrics than the consultant who performs his 
operations surrounded by every convenience and efficient assistance. He 
made a suggestion that the British Medical Association should ask general 
practitioners to give their opinions on obstetrics and remarked that a great 
deal that is taught in obstetrics is of very little value to the general prac- 
titioner and that the general practitioner is in a position to teach the 
consultant a great deal about abortifacients. 

Dr. Hefferman thought that it was more important to notify venereal 
disease than abortion and that the induction of abortion should be per- 
mitted in cases of rape. 

PROFESSOR GRAY WARD (New York) said that the gynaecologist’s con- 
sulting room was filled with women half of whom were wanting to know 
how to have a baby and the other half how not to have a baby. Abortion 
is notifiable in New York, but he was of the opinion that good had not 
come of notification. He considered abortion to be a major operation and 
was not to be treated lightly. The risk of perforation of the uterus was 
great and was not often recognized. He advised that an injection of 
pituitrin should be given before the operation to lessen the risk of per- 
foration. 

Dr. Joyce NEwTon (Clapham Maternity Hospital) supported Dr. Corbett 
in his opposition to the legalization of abortion: first because she con- 
sidered that if contraception and abortion were allowed the birth rate would 
fall below the death rate; secondly, she held the view that women who had 
had several children were less upset by the onset of the menopause than 
those who had only had one or two; thirdly, in those cases in which the 
mother’s life was in danger the foetus was often expelled by nature. 

PROFESSOR G. I, STRACHAN (Cardiff) was sure that the meeting was 
much indebted to Dr. Corbett for his closely reasoned manner of putting 
the views of the Catholic Church on this matter, but other and opposite 
views must also be considered. 

He was very surprised to hear from previous speakers that the indica- 
tions for emptying the pregnant uterus were increasing ; in his experience 
they were continually decreasing so that it was the rarest thing for abortion 
to be induced for hyperemesis or cardiac disease in Cardiff. In the last 
10 years in the clinic of Sir Ewen Maclean the uterus had been emptied 
for hyperemesis only on one occasion, 

Professor Strachan did not quite agree with Professor Munro Kerr about 
the method of emptying the uterus. In cases of hyperemesis which re- 
quired pregnancy to be terminated, the patient was usually so ill that the 
method inflicting the least trauma ought to be adopted; often puncturing 
the membranes with a sound was a sufficient stimulus to bring about expul- 
sion of the foetus. But in cases in which the indication was to prevent 
further pregnancies, as in cardiac disease, hysterotomy was the method of 
choice, 
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Dr. James YounG (Edinburgh) said that it might fairly be represented 
that a pronouncement on the economic and social considerations which 
have been urged as providing indications for the induction of abortion was 
outside the province of the medical profession. Considerations of this sort 
were matters for the community as a whole to decide upon and, while 
urging the dangers of operative and psychological implications, the true 
function of the medical profession was to carry out the law as it is enacted 
in accordance with the deliberate opinion of the State. In this respect the 
medical profession fulfilled its function by acting as a servant of the State. 
It was important to remember that in many quarters it had been urged 
that the community should address itself to an extension of the indications 
for the termination of pregnancy because of well-defined economic or social 
reasons and that this was the only way in which the present large recourse 
to criminal measures could be adequately dealt with by bringing the 
whole subject to a more regular basis. 

Dr. Ropert FowLeR (Melbourne) thought that the question should be 
considered as Dr. Young suggested. He held that when there was an indi- 
cation for abortion there was usually an indication for sterilization. He 
agreed with Professor Gray Ward on the value of pituitrin for the induction 
of abortion and usually gave it intravenously. 

Dr. FAIRBAIRN said that he was in general agreement with the opener 
and the second speaker. Indeed, he came to much the same conclusion, on 
medical grounds, as Dr. Corbett did on theological grounds. The chief 
object of Medicine was to promote and maintain normal function; as 
obstetricians our whole purpose was comprised in securing normal function 
throughout reproduction. Was not the maintenance of pregnancy to term 
one of the objects of our antenatal supervision, to avoid abortion, prema- 
ture labour, and intra-uterine death of the foetus? Why, then, should 
there be any other reason for interfering with a normal pregnancy in a 
normal woman? But for any real medical indication, i.e., one involving 
serious risk to the life or health of the woman, who might be the mother 
of other children, then her interests came first. 

He had given his views of this matter at the discussion with the Medico- 
Tegal Society at the Obstetric Section of the Royal Society of Medicine in 
February 1927, and was still of the same opinion. Mr. Justice Humphreys 
had stated that so long as the medical attendants had reasonable medical 
grounds for procuring abortion there was no danger of incurring legal 
penalties, but in the present state of the law other grounds than that the 
pregnancy was a danger to the life or health of the mother were not suffi- 
cient to justify interference with it. He was averse to any change in the 
law, even for the reason commonly given that illegal operations could be 
most safely performed by legally qualified practitioners. He, for one, would 
not prostitute his special knowledge and experience in obstetrics to the 
destruction of a normal pregnancy at the whim or for the convenience of 
any woman, and he would be surprised if any of his professional colleagues 
of standing, save perhaps a few cranks, would do so. But even the speaker 
who regarded the bearing of two children as justifying the termination of 
the third pregnancy can scarcely expect us to consider that a third preg- 
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nancy is ipso facto an abnormal one. No doubt there are some commercially- 
minded members of our profession who would gladly terminate any preg- 
nancy at the order of a patient if duly rewarded in coin of the realm; but 
he regarded them as of spurious coinage that he hoped would not be 
accepted as professional sterling. He agreed, however, that there must 
always be wide differences of opinion as to the justification for therapeutic 
abortion and was willing to leave the matter to the professional conscience 
of each individual practitioner so long as he kept strictly to medical reasons 
and did not allow eugenic or so-called humanitarian reasons to weigh. 

Dr. N. E. WATERFIELD (Great Bookham) said that in some places abroad 
it was difficult to decide whether the foetus was alive or dead owing to the 
limited facilities for diagnosis. Delay in order to ensure intra-uterine foetal 
death might be dangerous to the mother. He did not think a doctor had 
any right to sacrifice the life of the mother for the hypothetical life of the 
foetus. 

Str EWEN MAcLEAN congratulated Professor Beckwith Whitehouse on 
his introduction. It had attained the object of the perfect introduction in 
that it had stimulated the expression of diverse views. 

He was very glad that the Catholic point of view had been stated by 
Dr. Corbett and Dr. Joyce Newton. It would certainly check extremes in 
opinion and practice in the opposite direction. The possibility of gathering 
a collective opinion from this section had been raised and if that eventuated 
it would be a guide to the Council in dealing with a certain resolution 
submitted by the representative body at a recent meeting. He hoped that 
the ad hoc Committee set up by the Society of Medical Officers of Health 
would soon report, as he thought the facts and figures being collected 
would be of great value. He hoped the doctrine of contraception versus 
abortion would not, as such, be favoured by the section. The observation 
of a certain distinguished judge of the High Court was, in his view, in- 
opportune. 

PROFESSOR NaGuis MAurouz Bry (Cairo) agreed with the views held by 
Professor Dame Louise McIlroy. He felt that further investigation was 
needed regarding the treatment of hyperemesis gravidarum. He had seen 
cases in which the induction of abortion had been necessary to save the 
mother’s life. - 

Dr. BETHEL SOLOMONS (Dublin) considered that abortion was rarely neces- 
sary when the foetus was alive and thought that religious views hardly 
came into question at all. The method of inducing abortion varies accord- 
ing to the case, for some, the vaginal route, for others the abdominal is 
indicated. He was of the opinion that cases of hyperemesis gravidarum 
may need induction of abortion when medical treatment has been instituted 
too late. That abortion should be permitted after the mother has had only 
two children would be considered a joke in Ireland. 

PROFESSOR J. E1.u (Malta) said that abortion is rarely induced in hos- 
pitals in Malta owing to the advance in antenatal work and obstetric tech- 
nique. The indications for abortion are diminishing and even in cases of 
hyperemesis gravidarum induction was rarely necessary. 

PROFESSOR BECKWITH WHITEHOUSE, in reply, said that abortion was the 
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corollary of contraception. He considered Dr. Young’s views important, 
because they directed abortion away from professional abortion mongers. 
He said that the septic blocks of hospitals are filled with women who had 
attempted mechanical methods to procure abortion on themselves. 


On Thursday, July 28th, 1932, with Sir Ewen Maclean in the chair for 
the first half of the session, the President for the last half. Dr, A. 
Lacassagne, of Paris, opened a discussion on 


THE TREATMENT OF CARCINOMA OF THE UTERUS. 

Dr. LACASSAGNE confined himself to the statistics of the Radium Insti- 
tute of Paris. He considers that carcinoma of the body of the uterus and 
sarcoma should be treated by surgery, whereas epithelioma of the cervix 
is, for the most part, more suitably treated by radiotherapy. 

From igig to 1926, 678 cases of carcinoma of the cervix were treated 
at the Radium Institute with a five-year cure rate of 26 per cent. This cure 
rate, however, varied from year to year as the technique was improved. 
From 1919 to 1921 the treatment was in the experimental stage and the 
results were frankly bad, a cure rate of only 10 per cent to 17 per cent being 
obtained. In 1g21 the intra-uterine and vaginal application of radium was 
introduced, and for the years 1g21 to 1923 the cure rate rose, first to 25 per 
cent, and then to 30 per cent. In 1924 they became convinced of the neces- 
sity of reinforcing the treatment by external irradiation, and this was 
carried out by means of the X-rays or by a bomb containing four grammes 
of radium. The cure rate has now risen to 36 per cent. 

Dr. Lacassagne compared the results in two four-year periods and 
according to the stage of the disease. In the first period, 1919 to 1922, the 
cure rate in stage I. was 33 per cent; stage II. 26 per cent; stage III. 
8 per cent. In the second period, 1923 to 1926, the cure rate in stage I. 
was 86 per cent; stage I]. 42 per cent; and stage III 30 per cent. In stage 
IV. the growth was practically incurable in both periods. 

Many women received only temporary benefit from the four-gramme 
bomb. He hoped when the Institute obtained its eight-gramme bomb more 
patients would be permanently cured. The immediate mortality was under 
two per cent, and most of the deaths were due mainly to infection. 
Irradiation in many cases initiates infective processes which prevent 
further treatment. The organisin was the streptococcus and if this could 
be combatted successfully more cases could be brought within the scope 
of treatment. Finally, in 12 per cent of cases when first seen the disease 
was too advanced for treatment. Efforts were being made to bring women 
to the clinic earlier. He therefore had every hope that the radiotherapy of 
uterine cancer would make still further progress. 

PROFESSOR FRIEDRICH VOLTzZ (Munich) based his paper on the results 
and methods of the Radiological Institute at Munich. From 1913 to 1926 
the five-year cure rate was 18.5 per cent of the cases treated. These formed 
96.3 per cent of the cases seen. During the years 1924 to 1926 the five- 
year cure rate rose to 24 per cent and only 3.3 per cent of cases seen 
remained untreated. He compared these results with the figures obtained 
by Heyman, from a review of the available literature, who found the 
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absolute cure rate obtained by operations to be 19.1 per cent. The primary 
mortality with radiotherapy is only 0.8 per cent and that from operations 
is 17.2 per cent. Further, radiotherapy gave a cure rate of 17.9 per cent 
in undoubtedly inoperable cases in group III and in group 1V a cure rate 
of 4.9 per cent. He was convinced that radiotherapy was the only treat- 
ment worthy of consideration. He said also that 96.7 per cent of cases seen 
were treated by radium, whereas only 64 per cent could be treated by 
operation. 

Professor Voltz obtained a cure rate of 45.8 per cent with radium in 
carcinoma of the body of the uterus, which compares favourably with the 
cure rate of 42.8 per cent obtained by operation. He emphasized the neces- 
sity of efficient technique, apparatus, and personnel in order to obtain good 
results. He was in favour of routine irradiation of the pituitary gland 
because it not only increased the sensitiveness of carcinomatous tissue to 
the action of radium, but improved the general condition of the patients. 
It was interesting to note that Wintz at the Erlanger Clinic obtained 
figures for carcinoma of the cervix and for carcinoma of the uterine body 
by treatment with X-rays alone which compared very favourably with those 
of the Radiological Institute. L'rofessor Voltz concluded by emphasizing 
the necessity of efficient follow-up methods and the keeping of an accurate 
statistical record. 

Mr. Victor Bonnky said that between May 1907 and May 1927 he had 
performed Wertheim’s operation 339 times. His operative mortality in 
these cases is 15.3 per cent and the relative cure rate 38.9 per cent on a five- 
year basis. 

Among these cases the regional lymphatic glands were involved in 42 
per cent. The relative cure rate of the gland invaded group was only 23.7 
per cent and 50 per cent in the non-invaded group. The presence of growth 
in the regional glands about halved the chance of cure. Mr. Bonney 
reckoned his operability rate at 63 per cent of cases seen and his absolute 
cure rate on a five-year basis as 24.5 per cent. He held that five years of 
freedom from recurrence was only a go per cent cure, for in his experience 
Io per cent of all recurrences occur between the fifth and tenth years after 
operation. The absolute cure rate on a basis of ten years’ freedom from 
recurrence was 19.1 per cent. 

In his private practice Mr. Bonney operated on 133 patients between 
May 1907 and May 1927. These represented 82 per cent of all the patients 
he had seen privately. The operative mortality among these cases was 
g.1 per cent, the relative cure rate 41.2 per cent, and the absolute cure rate 
33-8 per cent. In 4o per cent of these cases the glands were involved. 

Mr. Bonney had reduced his operative mortality from 20 per cent in the 
first 100 cases to g per cent in the last 128 cases. The operative mortality 
of Wertheim’s operation was now no greater than several other standard 
surgical procedures, 

The utility of the operation could be best expressed by saying that it 
absolutely cured (meaning by ‘‘absolutely cured ”? ten years’ freedom from 
recurrence) one out of every five patients seen and one out of every three 
patients operated on. 
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PROFESSOR GRAY WARD believed that the best statistical reports show that 
radiotherapy is preferable in all classes of carcinoma of the cervix, although 
he believed that the radical operation would give as good results as radium 
in the early cases, but at the high cost of primary mortality and morbidity. 
There is a lower primary mortality, lower morbidity, less loss of time, with 
radiotherapy than with the radical operation for carcinoma of the cervix. 
The morbidity results of the radical operation should not be forgotten. 
Radiotherapy in the advanced cases has no rival with a 12 per cent salvage 
and as a palliative measure. He said that re-irradiations, when properly 
employed, are of definite value in curing local metastases throughout the 
five-year period of observation. 

Carcinoma of the fundus is best treated by the combined use of radium 
and surgery whenever possible. 

It is to be deplored that many women with cancer of the cervix are hope- 
lessly doomed, because they are submitted to obviously useless and obsolete 
surgical procedures, or have been improperly treated with radiotherapy. 
In conclusion he wished to emphasize that if surgery is used for car- 
cinoma of the cervix, only the radical operation of Wertheim is justifiable, 
and that this requires experience with a highly specialized technique. 
If radium is used, experience and a thorough understanding of the action 
of this powerful agent and a full appreciation of the complexities of its 
safe and efficient application are essential, otherwise we assume a grave 
responsibility in not giving the patients a chance for their lives, 

Dr. E1izaBetTH HuRpON (Marie Curie Hospital) gave figures which com- 
pared favourably with those from Paris and Munich, although the number 
of their cases was too small to be of statistical value. She spoke of an 
applicator by means of which the radium could be placed in the uterine 
cornua. 

Dr. MALCOLM DONALDSON said that the statistics of the survival rate 
with radiotherapy were in no way inferior to those following Wertheim’s 
operation. He did not believe that the public would subject themselves to 
an operation with an initial mortality of 10 per cent when as good results 
could be obtained with practically no risk. He appealed to the younger 
generation to take a greater interest in radium treatment. He did not sug- 
gest that such a skilful surgeon as Mr. Bonney should give up Wertheim’s 
hysterectomy. 

Dr. Donaldson mentioned the rise in the survival rate in the treatinent 
of patients in stage IIT., and pointed out that this was due to the external 
irradiation. He felt that further work was necessary on the resistance of 

the involved glands to radium. Finally, he emphasized the need of early 
diagnosis and thought that this could be more certainly brought about by 
periodic examination of the fit. 

Proressor G. 1. STRACHAN (Cardiff) proposed to limit himself to certain 
general aspects of the matter. Classifying 300 cases of carcinoma of the 
cervix in Cardiff by the League of Nations’ Standard, 225 or 75 per cent 

were in stages ILI. or IV. and therefore inoperable from any point of view, 
while only 5.6 per cent were in stage 1. Thus the only therapeutic method 
applicable to nearly all cases was radium, 
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The forming of a prognosis in an individual patient was very difficult, 
since different patients reacted so variably, and in his experience little help 
was gained from a study of the various grades and types of cell com- 
posing the tumour as a guide to radiosensitivity. In only one per cent of 
cases was radium contra-indicated ; these were mostly cases with advanced 
cachexia, fistula, or grave anaemia. 

In the study of the healing tumour the main feature was death of the 
tumour cells ; surrounding fibrosis did occur but it was only secondary to 
death of the tumour cells and of the nature of a healing sclerosis. In cer- 
tain cases pelvic pain appeared to be increased after radium; an investiga- 
tion into the occurrence of fistula failed to find any basis for supposing 
that radium, properly applied, had any effect in this direction. 

In carcinoma of the body of the uterus, operative removal was the treat- 
ment of choice when possible. The uterus may often appear mobile but on 
laparotomy adhesions to the bowel or bladder may be present and these 
adhesions are always carcinomatous. It was therefore more difficult to 
determine the extent of carcinoma of the body than of the cervix. Ii 
adhesions were present and the case unsuitable for operation the prospects 
from radiotherapy were not good. 

Professor Strachan said that he would like to emphasize that in the 
early stages recurrences are very radio-sensitive ; it was only when the re- 
currence was extensive that it was radio-resistant. One of the most 
important aspects of the whole matter was an efficient follow-up so that 
final results could be known; this was often a difficult and tedious matter, 
but without such a follow-up any investigation on carcinoma was of no 
avail. 

Dr. Robert FOWLER thought that a sharp line could be drawn between 
the treatment of carcinoma of the cervix and carcinoma of the body. 
Although radiological experts did not agree he believes that operation is 
still the treatment of choice for carcinoma of the body but should be 
preceded by radium. 

Although brought up in a Wertheim school, Dr. Fowler said that he 
now believes radium is the treatment of choice for carcinoma of the cer- 
vix. He emphasized the need of a follow-up of cases, as early recurrence 
may thus more surely be brought to light. 

LIEUT. COLONEL SPENCER Mort (North Middlesex [,.C.C. Hospital) said 
he used a modification of the Stockholm technique. He thought that women 
should be examined periodically and in this way cases would be diagnosed 
-arlier. 

Dr. Mabe, Ramsay (Plymouth) said she had been converted to radio- 
therapy by Dr. Gray Ward. She said she would like to see statistics carried 
out for as long as 10, 15, or even 20 years, as is done in Vienna. She 
stressed the importance of this by quoting a case of carcinoma of the cervix 
which recurred 25 years after operation. 

Dr. R. G. MALipnant referred to the necessity of deep X-ray therapy 
in all cases. Radium alone was not sufficient to deal with the extra-cervical 
extensions. He did not think that broadcasting the symptomatology of the 
disease would help to procure a higher percentage of earlier cases but was 
in favour of periodic examination of healthy women. 
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PROFESSOR WESSELS (Cape Town) said that the technique of Wertheim’s 
operation was difficult and took years of experience to perfect, whereas the 
technique of radiotherapy was comparatively easy. For this reason, and 
because of the satisfactory results now obtained, radium should be the 
method of choice. 

ProrEssor ©. G. Lowry said that while he now used radium almost 
entirely in cancer of the cervix, he felt there were cases in which Wertheim’s 
operation was more suitable and he occasionally did a radical operation. He 
always found a difficulty in deciding between operation and radium in 
early cases in thin women, especially if they were young and good opera- 
tive risks. In three early cases in which the operation would not have been 
difficult he had used radium and the results had been disappointing. These 
apparently early cases might have extensive glandular involvement which 
could not be detected on bi-manual examination. For borderline and in- 
operable cases radium was the first choice. It was regrettable that in spite 
of the publicity given to the cancer problem the percentage of patients in 
whom the disease is advanced presenting themselves for treatment seems to 
be actually increasing. In Belfast, in a recent review of patients who had 
presented themselves during the past two years, the disease was operable 
in 20 per cent, 20 per cent were borderline, and 60 per cent were in the 
third and fourth stages. 

Professor Lowry had noticed a very high incidence of gross dental sepsis 
among patients with cancer of the cervix. He agreed with some of. the 
previous speakers about the importance of blood transfusion as an auxiliary 
measure in the course of treatment by radium. 

The President, Mr. CoMyns BERKELEY, said that he and Mr. Victor 
Bonney were responsible for establishing Wertheim’s operation in Eng- 
Jand, and up till now he was satisfied with the results. He did not think 
he was in a position to give any information on the real value of treatment 
with radium, as his centre had only been opened for three years. He did 
not think it was of any use to assess the results of what the application 
of radium could achieve in the hands of experts in different parts of the 
world by a consideration of the splendid results of the two experts who 
had attended the meeting ; the accumulated results from all over the world 
would be of value. The potentialities of operation were known but those 
of radium had yet to be determined. 

In his clinic 88 per cent of all cases seen received treatment, but the 
disease was very advanced in most of the cases, only two per cent of 
which were in stage I. He believed that in the future radium would 
take the place of operation in cases of cancer of the cervix because first, 
women object to severe operation, and secondly satisfactory treatment by 
radium can be more widespread while the percentage of cures in the 
hands of such experts as Mr, Victor Bonney, Dr. Lacassagne and profes- 
sor Vortz, did not materially differ. To perform Wertheim’s operation 
properly, safely and successfully necessiated years of experience while, on 
the other hand, he was sure Professor Lacassagne would agree that, if a 
mnedical man was painstaking and intelligent, he could learn to apply 
radium correctly in a year. 

Dr. LAcassaGne, in reply. said that he believed that the 
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of radium would continue, whereas surgery had shot its bolt. He said that 
only a month ago the Professor of Surgery at the Academy of Medicine in 
Paris had given up operation in favour of radium for the cure of cancer of 
the cervix, and he felt sure other surgeons would follow. Radiotherapy 
should be a specialty and he agreed with the President that after several 
months of training a fair degree of efficiency would be obtained. 

PROFESSOR VOLTz, in reply, said that, before comparing surgery with 
radium, it should be remembered that surgery had already had a hundred 
years in which to develop, whereas radium was comparatively new and had 
made great strides in only 20 years. 

Mr. Victor BONNEY, in reply, regretted that Dr. Lacassagne had not 
given the number of cases in which the disease was so far advanced as to be 
untreatable. The result was that it was impossible to assess his actual 
achievement. All the speakers had exhibited a certain lack of clear think- 
ing. 

The point at issue was not whether surgery or radiation was the best 
method of treatment, but whether the sole use of radiation afforded a 
greater nuinber of cures than surgery applied to a proportion of the cases 
and radiation to the remainder. A surgeon operating on 63 per cent of the 
cases which came to him had a surplus of 37 cases which he treated by 
radiation. Obviously they were advanced cases, inoperable, but a certain 
proportion of these patients, say five, could be saved by radiation and this 
figure should be added to the 25 patients saved by operation. The total 
achievement would then be 30 cases cured out of 100 originally seen. Forty 
per cent of patients with carcinoma of the cervix already had glandular 
involvement by the time they first sought advice. Radium applied from 
the vagina was, therefore, quite incapable of curing them. It had lately 
been claimed that these secondary growths could be destroyed by X-rays, 
or bomb-radiation. He did not think this was yet proved. A certain 
method of destroying these secondary growths would immediately expand 
the practical scope of radiation from 60 per cent of the cases presenting 
themselves to the whole hundred. The result would be a far more striking 
increase in the cure rate than had yet been obtaind. 


On Friday, July 29th, 1932, with the President in the chair, PROFESSOR 
NAGuIB MAnFouz Bry read a paper on 


RUPTURE OF THE UTERUS. 

He presented a series of 110 cases which he had collected during the last 
28 years. He said that rupture of the uterus was always due to neglect 
and inexperienced interference in cases of obstructed labour; it was, there- 
fore, an avoidable accident. Rupture of the scar following myomectomy or 
Caesarean section was rare; it occurred only in one case in his series, and 
followed two previous Caesarean sections. He had not found degeneration 
of the uterine muscle in any of his cases. 

That faulty development may predispose to rupture was illustrated by 
two cases. One in which rupture occurred in a pregnant rudimentary horn ; 
while the other was a case of pregnancy in a bicornute uterus with persis- 
tence of the urogenital sinus’ Professor Mahfouz Bey asserted that it 
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Was au established fact that oxytocics are a cause of rupture. Morphia, 
in his opinion, was an indirect agent in two of his cases. He said that 
the prognosis did not depend so much on the method of treatment as upon 
the amount of blood lost. The choice lay between expectant and opera- 
tive treatment. In cases of severe shock and sepsis there was no doubt 
that expectant treatinent was the method of choice as advocated by Herbert 
Spencer. The indications for laparotomy were, first, haemorrhage; 
secondly, extrusion of the foetus into the peritoneal cavity; thirdly, a 
recurrence of haemorrhage alter plugging; and fourthly, dystocia prevent- 
ing delivery of the foctus. ‘The principal features of expectant treatment 
we the combating of shock, control of haemorrhage by plugging, and 
delivery of the child cither by the forceps or embryotomy. The child is 
never alive in these cases. Haemorrhage, external and internal, was sur- 
prisingly rare in his cases. This was due, he explained, to the fact that 
the foetus plugged the rent in the uterus. 

fhe mortality of laparotomy was 55 per cent and of expectant treat- 
inent, excluding moribund cases, 56 per cent. Death was due to shock in 
1 per cent, sepsis in 38 per cent, and to haemorrhage in two per cent of 
the cases. 

Professor Mahtouz Bey illustrated his cases with a series of coloured 
plates 


Dr. HekBERT SPENCER said that, as an old obstetrician who had retired 
trom practice but still interested himself in the literature of the subject, 


he would like to express his admiration of Professor Mahfouz Bey’s paper, 
Which was the most extensive and judicious contribution known to him on 
the subject of rupture of the uterus. It gave a true picture, based on an 
enormous experience, of this grave accident. The paper, with its excellent 
illustrations, would add greatly to the value of the number of the Journal 


in Which it was to appear. 


Professor Mahfouz Bey had kindly referred to a paper which he (Dr. 
Spencer) had published at the end of the last century in the Obstetrical 
lransactions, Vol. NU, describing four cases of uterine rupture success- 
ully treated by packing the tear with iodoform gauze, whereas six patients, 
who were not treated and two paticnts upon whom hysterectomy was per- 
formed, died. He was in complete agreement with Professor Mahtouz Bey 
is to the unsuitability of many of the cases for hysterectomy. As a small 
letail of the treatment by gauze-packing, he thought it important to re- 
move the blood trom the peritoneum through a large tube betore applying 
the gauze, and that the gauze, if applied as a single pad with a flat surface 
towards the abdominal cavity, was less hkely to give rise to intestinal 


bstruction than if Mickulicz’s technique were employed. 


Mir. Ph. Gi. SYEVENS expressed his admiration for such a large collection 
ol Case ind said that they occurred but sporadically in this country. Mr. 
Steven mphasized the value of conservative treatment in these cases and 
tressed the great importance of shockless anaesthesia, whether the treat- 
ment xpectant or surgical. By shockless anaesthesia he did not mean 


iat but the injection of morphia and the infiltration of the 
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not need any novocain, but the broad ligament, if necessary, should be 
injected. Mr. Stevens expressed his opinion that local infiltration anaes- 
thesia will prove to be a very great advance in the treatment of ruptured 
uterus. 

PROFESSOR DAME T,0UISE McILROy said it was impossible to bring for- 
ward such a large collection of cases in England. She had seen only five, 
mostly in fat and alcoholic women. She said that very few cases occurred 
after Caesarean section and she had never seen rupture of the uterus after 
myomectomy. She was of the opinion that pituitrin was a very dangerous 
drug and should never be used before the placenta left the uterus. She did 
not believe that morphia was dangerous as it had a definite softening effect 
on the cervix. In cases of severe shock laparotomy was contra-indicated. 
Shock should first be combated by a solution of saline containing five per 
cent of glucose, given intravenously. This was of more value in these cases 
than blood transfusion. 

PROFESSOR ELLUL (Malta) said he had had very few opportunities for 
treating cases of rupture of the uterus. The patients had either died before 
admission to hospital or were moribund when admitted. He had had two 
cases in which rupture of the uterus had occurred after the injection of 
pituitrin. He treated one patient conservatively ; she recovered. In the 
other case he performed laparotomy and the patient died. Professor Ellul 
expressed the opinion that many more lives could be saved with conserva- 
tive treatment than by laparotomy. 

PROFESSOR MAHFOUz Bey, in reply, said he was glad Dame Louise 
McIlroy had referred to the value of morphia. He believed it to be 
a boon in many cases, but he wished to lay stress on the need of rigid 
supervision in a case in which tonic contraction is threatening and in which 
morphia has been given. 


Dr. R. CRUICKSHANK and Dr. H. SHARMAN (Glasgow) read a paper on 


STUDIES ON THE AETIOLOGY OF VIRGINAL ]EUCORRHOEA, 

and said that in a combined clinical and laboratory study of virginal leucor- 
rhoea, a division of 35 cases into two main categories was made on bacterio- 
logical grounds, viz., infective and non-infective. ‘Trichomonas vaginalis 
and in one case monilla were the causal agents of the vaginitis in the for- 
mer group. In these cases the discharge was yellow, fluid, finely frothy, 
and contained pus and a mixed bacterial flora; its reaction was less acid 
(PH 5.4-6.0) than is found in the normal vagina. In the non-infective cases, 
which formed the larger proportion, the discharge was white, viscid, and 
cheesy ; it contained only vaginal epithelial squames and Déderlein’s bacil 
lus; it had a highly acid reaction (PH 4.2-4.0). This discharge is analogous 
in every way to that found frequently in the later stages of pregnancy, 
the point of importance being that it is wholly vaginal in origin and repre 
sents an excess of the normal vaginal secretion. Cultures from the cervix 
and the body of the uterus in a number of cases trom both proups were 
sterile. 

The high degree of acidity of the vaginal seeretion and the homogeneous 


flora, found normally and also in non-inteetive virginal leucorrhoea, seem 
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to depend on the presence of glycogen in the vaginal epithelium. In an 
attempt to substantiate this view the vaginal flora and secretion were 
examined in a series of 100 infants on the first, second, third, fourth, and 
ninth days, and the third and sixth weeks after birth. A homogeneous 
bacterial flora of Déderlein’s bacillus was established about the third or 
fourth day. A corresponding increase in the acidity of the vaginal secretion 
(from an initial pH 5.6 to pH 4.8) occurred at the same time. Histological 
examination of the vaginal epithelium of the foetus, still-born children, 
infants and children of varying age up to two years showed that in the 
foetus and in infants up to the age of three or four weeks glycogen is 
present in the vaginal epithelium. As glycogen disappears there is a 
change in the histological appearances of the vaginal epithelium from a 
thick-layered vacuolated type to a flat, cornified epithelium. Simul- 
taneously the vaginal secretion becomes scanty and alkaline in reaction ; 
the bacterial flora is sparse and of mixed type. The vacuolation of the 
cells is probably associated with the presence of glycogen in the cytoplasm. 

In the clinical study of the series, vaginal examination in the non- 
infective group failed to show any inflammatory lesion or pathological 
condition, but in some cases the uterus was under-developed. Hormonal 
disturbance was suggested in a number of the cases in this group, either 
by the individual’s make-up or by gross menstrual disturbance. An 
attempt was made to discover the endocrine dysfunction, if any, by skia- 
graph of the sella turcica, blood-sugar curves, basal metabolic rates, and 
Zondek’s and Aschheim’s pregnancy test. In this series the age at onset 
was lower than in the infective group and in three cases the discharge was 
troublesome for some time before the first menstrual period. Examination 
of the vaginal epithelium in four of these cases showed that glycogen was 
present in abundance. 

In the infective group the discharge is irritating and the vulva and 
vagina frequently are inflamed; the diagnosis of the condition is made by 
demonstration of active trichomonas in the fresh drop. In only two cases 
of the whole series did erosion of the cervix appear to be the cause of the 
leucorrhoea,. 

The treatment of virginal leucorrhoea was briefly discussed. It was 
emphasized that, while clinical examination is important, the diagnosis, 
and consequently the treatment, of the condition must depend on a careful 
laboratory examination of the discharge. 

PROFESSOR DAME TouIsk McILRoy said that douching in the case of 
Virgins was objectionable unless carried out by a doctor or nurse. She con- 
sidered that many cases of leucorrhoea were metabolic in origin and atten- 
tion should be paid to the dict. Eliminating free sugar from the diet has 
cleared up the condition in many cases and she would be interested to 
know if there was any connexion between this condition and glycogen 
metabolism. 
Professor Dame Louise Mclroy said she considered ointments to be of 
more value than watery solutions and laid stress on the importance of 
endocrine therapy in these conditions; she has found radiostoleum useful. 
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She has noticed that the secretion clears up more rapidly if there is an 
excess of Déderlein’s bacillus. 

Dr CRUICKSHANK, in reply, said that they felt that this condition was 
closely related to endocrine dysfunction. The presence of glycogen is 
normal in the vagina and they believed that at puberty the reaction 
changes from alkaline to acid, which depends on the laying down of 
glycogen. They thought that the deposition of glycogen was definitely 
associated with ovulation. In order to treat these cases satisfactorily some 
endocrine substance should be sought. Local treatment was contra-indi- 
cated. Discharges of this type were subject to remissions, 


In a paper on 
THE RESPONSE OF THE HUMAN PUERPERAL UTERUS TO DRUGS, 
WITH A NOTE ON THE SUCKLING REFLEX, 

Dr. CHASSAR MorR gave a description of the method by which the contrac- 
tions of the human puerperal uterus could be recorded by mechanical 
means ; the apparatus used was shown to the meeting. An epidiascopic 
demonstration of tracings, showing the effect of various stimulants and 
drugs on the uterine activity, followed. 

He said that suckling usually produced a well-marked effect and caused 
good contractions to appear even when the uterus was previously inert. 
The effect continued for about 20 minutes after suckling had stopped. 
Occasionally suckling had no effect on the uterus. Ergotoxine and ergota- 
mine, the alkaloids of ergot, produced well-marked and rapid contractions 
when given by injection in doses of o.5mg. About 20 minutes usually 
elapsed before the effect appeared. When the drugs were given by mouth 
the action was erratic and very slow to appear. 

Tiquid extract of ergot (B.P. 1914) and solid extract of ergot (B.P. 1914) 
were both found to produce vigorous contractions when given by the 
mouth. The effect usually appeared in about 10 minutes, but might appear 
as soon as four minutes after administration. This finding disproved the 
previously held view that because these extracts contained only a negli- 
gible amount of ergotoxine they were therefore inert preparations. This 
activity was not due to histamine or tyramine. The effect seen was differ- 
ent in several important respects from that of ergotoxine, and it followed 
that it must be due to an entirely different substance, the nature of which 
has not as yet been determined. 

Histamine (ergamine) is sometimes combined with ergotoxine for use by 
intramuscular injection in obstetric practice. Histamine lowers the blood- 
pressure and produces a cutaneous flush with loss of heat. These actions 
are undesirable in obstetric emergencies when shock and loss of blood 
are prominent features; it was therefore important to discover if a dose 
could be found which was large enough to stimulate the uterus and, at the 
same time, small enough to avoid these undesirable effects. A dose of three 
mgs. of histamine acid phosphate had a prompt but comparatively slight 
effect on the uterus, and also produced much flushing of the skin. Doses 
of two mgs. caused less flushing, but the uterine response was then negli- 
gible when compared with the action of even small doses of pituitary 
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extract. Posterior pituitary extract had a pronounced effect, even in doses 
of two units or less. Occasionally, however, a dose of 10 units failed to 
produce any response. 

Quinine was tested in a few cases, both during labour and during the 
puerperium. During labour there was a doubtful increase in the frequency 
of the pains; in the puerperium no change was seen in the uterine action 
after the injection of 10 grains of quinine. 

Glycerine, when injected into the uterus, was said to cause contractions. 
In four cases a fine catheter was tied to the intra-uterine bag, and 3occs. 
of glycerine were slowly injected. In one case a few very feeble contrac- 
tions were seen for a short time; in three other cases no contraction what- 
ever took place after the injection. A later administration of pituitary 
extract caused vigorous contractions, showing that the uterus was capable 
of good action if suitably stimulated. Glycerine injections thus appeared 
to be an unreliable means of causing débris to be expelled from the uterine 
cavity . 

The President, Mr. Comyns BERKELEY, said that this was a highly im- 
portant piece of work and would create a great deal of interest among 
both pharmacologists and obstetric surgeons. He said that our ancestors 
were obviously right in their choice of drugs and that we were making a 
mnistake in using the modern extracts. 

Dr, FAIRBAIRN said that it was gratifying to know that the old liquid 
extract of ergot was as good as the modern extract and that the old British 
extract was superior to the foreign products. Dr. Fairbairn added that he 
was struck by the admirable research work which was being done by the 
younger school. 

Dr. CHASSAR Morr, in reply, said that there was no evidence that British 
extracts were more efficacious than the foreign product as he had only dealt 
with the British Pharmacopeia. Any method of extracting the ergot 
would, in his opinion, be equally effective. 


In a paper entitled 
ANTENATAL RADIOLOGY 

Dr. R. KE. Roperts indicated the ways in which X-rays can be used as an 

aid to obstetrical (antenatal) diagnosis. This was based on the results of 

the radiological examination of 600 cases selected by the obstetrician on 

account of some feature of clinical doubt or uncertainty. 

From the results of these investigations the speaker showed that valu- 
able information can be obtained from radiological investigation in the 
following respects : 

(1) In the positive diagnosis of pregnaney from the sixteenth week 
onwards, and sometimes earlier. 

(2) In the differential diagnosis of pregnancy from hydatidiform mole 
and pelvic tumours at any time alter the sixteenth week. 

(3) In the demonstration of major and minor pelvic deformities by 
means of radiological measurements of the diameter of the pelvic brim 
and outlet. (See Brit. Journal of Radiology, January, 1927 and Sep- 
tember, 1931.) 
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(4) In ascertaining the age of the foetus, especially when there is 
a discrepancy between the period of amenorrhoea and the size of the 
uterus. 

(5) In the precise determination of the position and presentation of 
the foetus, with special reference to extension of the head in vertex 
presentations, and to the position of the limbs in relation to the trunk 
and head in breech presentations. Out of 100 breech cases (in most 
of which external version had failed) extension of the legs was found 

in 76 cases. 

(6) In the demonstration of disproportion between the foetal head and 
pelvic brim. 

(7) In definitely deciding the presence, or otherwise, of multiple 
pregnancy. 

(8) In assisting in the diagnosis of extra-uterine pregnancy. 

(9) In investigating the cause of hydramnios, with special reference 
to the presence and nature of foetal abnormalities such as anencephalus 

(17 cases), hydrocephalus (6 cases), iniencephalus (3 cases), meningo- 

coele (1 case), rudimentary limbs (1 case). 
(10) In assisting in the diagnosis of intra-uterine death from the 
overlapping of the cranial bones (Spalding’s sign). 

Dr. Roberts used a Snook transformer, a hot cathode tube, and a Potter- 
Bucky couch with compressor band. He employed a voltage of 80 to 100 
K.V. peak and an exposure of 70 to 350 milliampére-seconds at a film target 
distance of 30 inches. 

There was no evidence that diagnostic antenatal radiography efficiently 
carried out was harmful to mother or child. 

Dr. BURDEN (Leeds) said that in the diagnosis between occipito-anterior 
and occipito-posterior positions the relation of the spine of the foetus to 


that of the mother was important. When the spine was seen to the left 


the position was nearly always left occipito-anterior, and when to right 


very often right occipito-posterior. Dr. Burden said that he was the first 
to demonstrate the presence of triplets by radiography. He thought that 
all women should be radiographed during pregnancy in order to diagnose 
accurately the correct position of the foetus. 

Dr. ROBERTS, in reply, said he had seen a breech turn into a vertex 
position in the interval of changing films and so did not attach much im- 
portance to the position of the foetus as shown by radiography. 

The PRESIDENT, on closing the meeting, remarked what a splendid 
attendance there had been throughout, and on the great value of the 
papers which had been read and the interesting discussions that had taken 
place. He reminded his hearers that Lloyds would not now insure against 
twins unless an X-ray photograph had been taken. 


ROYAL, SOCIETY OF MEDICINE. 
SECTION OF OBSTETRICS AND GYNAECOLOGY. 
At a meeting of the Section held on Friday, May 2oth, a discussion on 
‘THR ‘TEACHING OF OBSTETRICS 
was opened by Mr Earpiky Houanp, who gave a resumé on the gradual 
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evolution which has taken place in the teaching of obstetrics during the 
past 70 years. He said that-perhaps the most significant event that had 
ever happened for obstetrics was the recent report of the Departmental 
Committee on Maternal Mortality and Morbidity. The committee con- 
sidered the revised curriculum recommended by the General Medical 
Council, which came into operation in 1932, as a great improvement on all 
previous medical curricula officially recognized, but in their opinion it still 
fails to allow sufficient time and occasion for the adequate education of the 
student in practical obstetrics. They concur with the view expressed by the 
Royal Society of Medicine in 1919, that the practical instruction leaves much 
to be desired, and in some respects merits emphatic condemnation. This 
report was forwarded to the General Medical Council but the licensing 
bodies were unable to agree either to six months’ exclusive instruction, or 
to the number of cases of labour which was laid down as the minimum. 

Mr Holland then discussed the difficulties, and stressed that the 
inadequate number of beds was the chief among these. In his opinion the 
pooling of beds among the various teaching hospitals, and the formation of 
very large units of not less than 200 beds, was the only solution of the 
problem. 

Mr Carnac Riverr said that at the Middlesex Hospital the theoretical 
aspect of gynaecology and obstetrics was dealt with in the course of lectures 
delivered by the honorary obstetric surgeons during the summer session, 
and these were made as clinical as possible. In addition to this he, as 
obstetric tutor, held a revision class four times a year. Ante-natal clinics 
were held twice a week throughout the year, and were conducted by 
the two assistant obstetric surgeons. Although the material for ante-natal 
examination was adequate, he pointed out the difficulty of getting sufficient 
material for actual confinements, particularly abnormal confinements. In 
the hospital there were to to 14 beds, which it was hoped would be increased 
to yo when the rebuilding of the hospital was complete. They had an under- 
standing with the Royal Northern Hospital that the students should go into 
residence, and obtain experience in district cases in the north of London. 
At present the students only have one month’s practical midwifery, but it 
was hoped in the near future to increase it to six weeks. He stated that he 
believed in assistant midwives teaching normal delivery, and he did not 
think there was any objection to teaching students and midwives together, 
except that the midwives took cases which, otherwise, would be available 
for students. Referring to the question of abnormal delivery, he said that 
for the average student experience in this part of the work was practically 
absent, and he saw no way of getting over this except by concentrating the 
cases into three or four large units in London, each consisting of 250 beds. 

Dr NINIAN FALKINER sald he felt strongly that it was not the introduction 
of new methods into clinical teaching, but the insistence on the residential 
system for students which would result in the diminution of the maternal 
mortality, the only real criterion of the efficiency of the teaching. He 
considered it advantageous to maintain systematic lectures in the university 
curriculum, in order that the student might know something of the ground- 
work before entering on his clinical experiences. He thought more stress 








should be be placed on teaching the physiology of reproduction than had 
previously been done, He thought that it was of serious interest that the 
mortality in the districts run by the hospitals was so much below that of the 
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general mortality throughout the country. He thought a possible explana- 
tion is that, while doctors are notoriously always in a hurry, students are 
hardly ever pressed for time. He discussed the difficulty of getting sufficient 
abnormal cases to teach students even to use the forceps, but did not at 
present see any solution. He agreed that the use of phantoms was of value, 
but did not meet the whole difficulty. He referred to the fact that 
obstetricians are taught under ideal conditions, but that the student was 
obliged to go out and practice under conditions which were far from ideal. 
He thought that more prizes should be effered to stimulate interest, and 
suggested that these should be given for the cytology of reproduction, the 
physiology of reproduction, the anatomy of the female pelvis, and the path- 
ology of reproduction. 


Mr A. C. BELL said he had obtained the views of recently qualified men, 
and that as a whole they believed that the knowledge of gynaecological 
conditions on leaving hospital was sufficient for ordinary practice, but in 
the case of obstetric conditions this was far from true. He thought that the 
theoretical teaching of both obstetrics and gynaecology was excellent, but 
that some time should be given to discussion on the subject of birth control, 
which would be one of the things most frequently asked of the doctor in 
practice. He thought that the system of instructing students in pelvic 
examination in out-patients’ was practically useless, and thought this could 
be remedied by examinations in the theatre under an anaesthetic by all the 
clerks present. He thought no student should ever be allowed to conduct a 
case on the district before he had seen the procedure in hospital, but con- 
sidered it very important to have a resident obstetric tutor. He did not see 
any way of overcoming the difficulty of providing sufficient abnormal cases 
for every student. 

Miss Giapys HI gave the personal experiences and opinions of a number 
of students now graduated in Medicine, and trained since the institution of 
the Obstetrical and Gynaecological Unit of the Royal Free Hospital. She 
sent out a questionnaire and analysed 96 replies. One hundred per cent. 
agreed upon the importance of district maternity work ; only a very small 
minority of medical students derived any benefit from set lectures. Two- 
thirds of those answering the questionnaire were in favour of demonstrations 
with phantoms and models, and all were agreed upon the importance of 
teaching in the labour ward, in the ante-natal clinics and tutorial classes. 


Dr W. J. H. M. Beattie thought that the continental system of having one 
or more very large obstetric clinics in each city to which successive batches 
of students should go and live for a period, was better than the method 
adopted in this country. Dr Beattie’s post of Resident Assistant Physician 
Accoucheur at St. Bartholomew’s Hospital included the post of Resident 
Obstetric Tutor. One of his duties was to hold tutorial classes and practical 
demonstrations, which have the advantage over set lectures that the student 
is at liberty to ask for information when he does not understand any par- 
ticular point ; but that there was too much attention paid to the theoretical 
and purely academic side of teaching, due, no doubt, to anxiety that the 
student should pass his qualifying examination. This evil was brought 
about by the examiners in obstetrics and gynaecology asking certain 
questions on aetiology and other matters which are still controversial, He 
thought that the physiology of reproduction was sufficiently dealt with, and 
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doubted if more detailed instruction would be of any value. He had 
circularized many of the senior students at St. Bartholomew’s Hospital, and 
found that they considered there was insufficient obstetrical material, 
especially abnormal material. Most students agreed that a longer period of 
time should be devoted to the study of obstetrics, and possibly less time for 
gynaecology, which at present occupies three months. He finally stated that 
he thought the more generalized postgraduate teaching in gynaecology and 
obstetrics would be an important factor in the better education of the recently 
qualified man. 

Mr W. G. Mackay said that much progress and improvement had taken 
place in the teaching of obstetrics in Glasgow of recent years, under the far- 
sighted direction of Professor Munro Kerr. He agreed with a great deal that 
the previous speakers had said, and, in discussing the difficulty of finding 
material for obstetric operations, he maintained that the great thing was to 
devote much time to the simple operations which every doctor should be 
capable of performing, but not to worry at all about the more difficult 
operations which require the services of a specialist. He contended that one 
of the mistakes at present being made was that the final examinations were 
not sufficiently clinical in character. 

Mr A. J. WRIGLEY based his paper on the results of a questionnaire from 
more than 20 friends in practice, and severely criticized the present methods 
of teaching, especially the fact that the student was taught to treat obstetric 
cases as if all his work was going to be in an institution or a nursing home. 
He thought that an undue proportion of the time of the student was spent in 
the surgical wards, whereas in practice the young qualified doctor would be 
concerned much more with midwifery. 

Mr J. BLackKLey stated that it is generally agreed that, whereas lectures are 
necessary in teaching, the practical work in the labour room and wards is of 
prime importance and he thought the former should be kept to the minimuin 
necessary to form a groundwork on which the student may build. He 
believed it to be important for the students to live sufficiently close to the 
hospital to see the abnormal midwifery dealt with during three months. He 
did not think it is possible to make a student a complete obstetrician and 
quite impossible to allow him to apply the forceps and perform such obstetric 
manouevres as internal version. It is only after qualification that it is really 
possible for this to be done, when a man can learn for himself. It might be 
possible, by suitable arrangement, for many more men to obtain experience 
in obstetrics subsequent to qualification than at present at the municipal 
hospitals in London. Examinations play a large part in determining a 
student’s outlook and he felt that they should be kept as practical as pos- 
sible. At Guy’s Hospital it is unfortunate in that the men take the patho- 
logical section of the final examination for the diploma of the Conjoint 
Board in the middle of the obstetric appointment and this interferes with 
any attention they devote to midwifery. He referred to Mr Eardley 
Holland’s statement about ‘‘an absence of any resident post between house- 

surgeon and the Staff’? at Guy’s Hospital. He pointed out that the 
registrar and one of the assistant obstetric surgeons live within a few 
minutes’ walk of the hospital. He did not agree with the teaching of 
inedical students by the ward sister. An obstetric house-surgeon is quite 
competent to teach normal labour, if well taught himself; this is the 
custom at Guy’s Hospital; a member of the staff or the registrar is always 
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present for any obstetric interference and takes the opportunity to teach 
at the time. He differed from those who thought that 20 or 30 beds are 
too few for teaching purposes ; when a moderate percentage of emergency 
cases are admitted, they seemed to him to be sufficient. It is not possible 
to learn obstetrics, or any other handicraft, except by apprenticeship. 
This means learning from personal experience. A medical student cannot 
be taught more than a sound foundation on which he can build after 
qualification. 

Mr R. A. Brews explained in detail the curriculum at the London 
Hospital. He stated that he thought the frequent change of students made 
it very difficult to prevent or detect a tendency to slackness in certain 
individuals. He found that a great many students were reading medicine 
and surgery when they were supposed to be learning midwifery. 

Mr J. C. Morr said that he believed in the phantom as an aid to 
teaching, and thought that the systematic lectures would be improved if 
they were given to students who were at the same stage in the curriculum. 
It was impossible to give a satisfactory lecture to students, some of whom 
knew nothing of the subject, and others who were almost ready to qualify. 

Miss K. I. ParkrEs advised more care over the teaching of venereal 
disease in gynaecology. She advocated two courses of obstetric teaching, 
one for those who really were going to practice it, and a modified course 
for those who were merely qualifying in other subjects, such as dentistry. 

Mr C. D. Reap had collected the ideas from a representative body o} 
senior students and newly qualified practitioners; he came to the 
conclusion that insufficient detail was taught about antisepsis under 
adverse surroundings, such as attended a confinement in the slums. 
Forceps application is taught almost entirely on the dummy at West- 
minster Hospital, and he thought more practice might be obtained in 
delivery in hospital. The question of anaethesia during labour, so 
necessary in private practice, is only meagrely dealt with. More than yo 
per cent. of the cases delivered in the hospital are booked cases, and, 
therefore, the delivery is normal. He thought that more prominence 
should be given to the normality of labour and its physiological principles, 
and more stress should be placed on the danger of unnecessary interference. 


A meeting of the Section of Obstetrics and Gynaecology was held on 
Friday, June 17th, 1932. Mr L. Carnac Rivetr opened the discussion on 


MODERN METHODS FOR ALLEVIATING PAIN IN CHILDBIRTH. 

After briefly referring to the discovery of nitrous oxide, ether and 
chloroform, he said that anaesthesia in childbirth met with considerable 
opposition until Q-ieen Victoria consented to have it in 1853. ‘The next step 
was the introduction of twilight sleep by Kronig and Gauss, of Freiberg, 
30 years ago. More recently nitrous oxide and oxygen had come into use, 
and could be administered over a prolonged period. — Still more recently 
drugs which can be given by motth or intravenously have been tried. Mr 
Rivett then discussed in detail the advantages and disadvantages of these 
various methods of producing analgesia. He considered that the ideal 
anaesthetic was gas and oxyven ,the only diawbeacks beime the discomfort 
of a tightly fitting mask and the expense. Dealing next with twilight 
sleep, he said that occasionally there was complete cessation of uterine 
contractions, but this state of affairs invariably passed alter some delay. 
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Another drawback was the fact that the baby was sometimes born in a 
state of apnoea, but in his experience there had been no iniant deaths which 
could be ascribed to this analgesic. On rare occasions the hyoscine acted 
as an excitant, and the proper use of these drugs demanded an experienced 
attendant throughout the labour. An attempt at rectal ether and avertin 
had failed at Queen Charlotte’s Hospital, but he thought that the 
modification by O’Donnel Browne, of Dublin, was well worth a trial. In 
discussing the question of chloroform, the author thought that as an 
analgesic it was ideal, but dangerous for surgical anaesthesia. If given in 
small quantities it did not cause a loss of consciousness, and the patient 
was able to assist the expulsion by voluntary abdominal contractions. 
In his opinion the giving of chloroform in this way did not prolong labour, 
but actually shortened it. The incidence of delivery by the forceps was nut 
increased, and perineal lacerations were not more frequent. He next 
described the method of giving chloroform by breaking ampoules, and 
recorded the results in 200 cases at the Middlesex Hospital. He concluded 
with the hope that a resolution would be passed requesting the Central 
Midwives’ Board to inquire into the possibility of issuing certificates to 
such midwives who have received the necessary instruction’, and satisfied 
the authorities that they are proficient to administer light anaesthesia for 
normal delivery. 


Dr R. H. PARAMORE (Rugby) advocated spinal anaesthesia and episiotomy, 
together with forceps delivery. 

Dr FAIRBAIRN said he was particularly interested in Mr Rivett’s account 
of his experience, at the Middlesex and Queen Charlotte’s Hospitals, uf 
chloroform in small capsules for use by midwives, and the excellent results 
ebtained thereby, and he would confine his remarks to the need for 
analgesics suitable for administration by midwives. The midwife-employing 
class must be maintained at as high a proportion of the community as 
possible, because it succeeded in producing the maximum percentage of 
natural deliveries, and therefore had the lowest maternal mortality. But 
the demand for a like aid in the relief of pain which can be given to their 
better-to-do sisters must be made available also for them. The medical 
practitioner is too expensive a social instrument to employ in attendance on 
normal labour, and as several speakers had already said, the time taken up 
in maintaining those lighter forms of anaesthesia and analgesia that do not 
interfere with the course of labour must be lengthy and thus out of question 
for the busy general practitioner. The Central Midwives’ Board could not 
undertake responsibility of laying down, training and certifying midwives 
for such a purpose as suggested by Mr Rivett. . It was a statutory body 
with its powers defined and limited by Act of Parliament, and such an 
addition, even if desirable, was impossible without legislation. The Board 
was free from blame in preventing the use of many of the sedative drugs 
mentioned to-night, for one of the subjects of the instruction and examina- 
tion of pupil midwives is the application and administration of such drugs 
as may be required in midwifery. But what between the prejudices ot 
lecturers, local health authorities, and the fear that any drug mentioned in 
the Dangerous Drugs Act has thereby become too dangerous for use by 
midwives, this instruction has never been properly carried out, and mary 
local authorities have exceeded their function by making local rules of 
their own to prohibit midwives from using any analgesics. Hetce it is 
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most important that this method of giving twenty drops of chloroform in 
capsules should be fully tried under medical supervision, so that its value 
and possible risks may be thoroughly investigated. 

Mr HERBERT CHARLES said he was quite in agreement with several ot! 
the other speakers as regards gas and oxygen. It was certainly a very 
safe way of producing analgesia, but unfortunately it was quite impossible 





to have the necessary apparatus always handy. As_ regards the 
barbiturates, the results had not been very convincing, as one could not 
be sure of obtaining exactly the same results in every case. Ether was 


very objectionable, and patients were often sick during prolonged, though 
light, anaesthesia. Chloroform was the anaesthetic which gave him the 
most satisfactory results; he did know why everyone was so afraid ef 
it. He was brought up upon it, and, although admitting he always treated 
it with the greatest respect, it gave him the best results in the early 
stages of labour. The early anaesthetic stages with chloroform were much 
longer than with any other anaesthetic, therefore one had greater ease in 
keeping the patient in the analgesic state. He found that with chloroform 
the pains were almost instantly abolished, although the patient was wide 
awake and could express her gratitude for the relief of the pains; the 
uterine contractions in this early stage did not seem to be affected. 
Junker’s inhaler was a very useful apparatus, but the method suggested 
by Mr Rivett of capsules of 20 minims of chloroform on a mask was cer- 
tainly the most convenient, and if these were used only occasionally there 
was no fear of an overdose. 





Mr A. J. CorELanp stated that chloroform capsules used in a short series 
of cases at Queen Charlotte’s Hospital were in his experience ineffectual. 
He suggested that the following precautions should be printed on paper 
enclosing each capsule: (1) Use only one capsule every five minutes. (2) 
Hold the capsule in a mask or lint (not handkerchief) two inches from the 
patient’s face. (3) Face to be kept uncovered. He thought that nembutal 
given by mouth, with chloral, every two or three hours had uncertain 
results. For hospital work, Boyle’s apparatus for giving nitrous oxide 
and oxygen was ideal, 

Dr D. C. Locan said that the Junker, as given by the patient to herself, 
was a method taught by Dame Mary Scharlieb in 1912. She mentioned 
that Sir W. Wheeler Wilcox had given a grave warning about nembutal. 

Dr R. A. Grpsons said he had always used chloroform, and had trusted 
thoroughly competent obstetric nurses to administer, when necessary, a 
few whifis with each pain before his arrival or that of the anaesthetist. 
He never used an anaesthetic during the first stage of labour. In his own 
practice it was given on an open mask, a little with each pain, the patient 
being conscious between the pains, until the head was being delivered, 
when the anaesthesia could be as deep as required. Sometimes toward 
the end of labour, when the patient seemed exhausted, he had asked thie 
anaesthetist to use ether. Gas with oxygen was ideal, but so very 
inconvenient, arrangements having to be made beforehand, that it was 
practically impossible if one had many cases to attend. ‘The anaesthetist 
had to give his undivided attention to the anaesthetic and the apparatus, 
and was not available to give any assistance for a few seconds in getting 
; the patient into proper position if the forceps had to be used, as was the 
i case when the anaesthetic was given on an open mask. 
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NORTH OF ENGLAND OBSTETRICAL AND GYNAECOLOGICAL 
SOCIETY, 


A Meeting of the Society was held in Manchester on January 22nd, 
1932; the President, Dr. LACEY, was in the chair. 


Professor H. J,z1tH Murray read a paper on 
PROLAPSE WITH STRANGULATION OF THE FEMALE URETHRA. 


This condition cannot be a common one. It is not defined as an 
entity in textbooks; yet, from its interest, and, perhaps, difficulty of 
diagnosis, it appears to merit special description. 

The author’s four cases all occurred in elderly multiparous women, 
their ages ranging from 67 to 84. The symptoms and physical signs were 
very similar in the four cases, and included considerable local pain, 
marked urinary frequency, especially by day, difficulty in walking, and a 
blood-stained vaginal discharge. 

The first case (aged 67) had been diagnosed as one of urethral polypus, 
symptoms had been present for one week, and an anaesthetic had actually 
been given with a view to excision. ‘There was considerable sloughing 
on the surface and the urethral canal was found with some difficulty. 

In the fourth case (aged $4) the protrusion was also about the size of 
a small cherry. It was livid in colour but much darker than the 
protrusion in the first case; there had been considerable bleeding for 
three weeks. 

The diagnosis was more obvious in the other cases (aged 68 and 69). In 
both there was a history of a similar condition having occurred one and 
three years ago respectively. One of the patients was in a very advanced 
state of pain and disability, with a tumour resembling a black cherry 
oozing blood from beneath grey sloughs. Neither genital prolapse, nor 
cystitis, was present in any of the cases. 

The earlier history of the last two patients suggests that strangulation 
comes first and that infection is secondary, while the markedly livid colour 
could not be produced by inflammatory oedema. 

Treatment is not urgent, as there is not any tendency to urinary 
retention. Adrenalin and chloretone ointment should be applied freely 
for a day or two, the urethra then replaced by a finger, and a self- 
retaining catheter inserted for several days. 

Two of the patients required an anaesthetic, and in one case the 
direct application of ice appeared to be advantageous. 

The prolapse did not recur in three of the cases during a period of 
one to four years, but in the patient aged $4 there was a slight tendency 
to prolapse for 10 days after removal of the catheter. ‘This was controlled 
by daily observation and reposition, and has not recurred for seven 
months, 

The PRESIDENT remarked that he had previously advised operation fot 
prolapse with strangulation of the urethra. 

Dr. BrRipk, of Manchester, referred to a case described by 1.00 in 1903, 
in which failure to reduce the prolapsed urethra was followed by 
CXCISION. 
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Professor Mies PHLips, of Sheffield, described three cases. The 
first occurred in a girl of eight, and was apparently caused by riding a 
bicycle that was too big for her. The second occurred in a patient aged 
26, three years after her confinement, and the last in a spinster of 56. 

Mr. W. W. KING, of Sheffield, had seen a case which was sent to him 
with the diagnosis of epithelioma of the urethra. 


Mr. W. W. KING described 


A CASE ILLUSTRATING THE VALUE OF THE ZONDEK-ASCHHEIM TEST IN 
EcToPiIc PREGNANCY, AND IN THE PRESENCE OF HyYDATIDIFORM 
DEGENERATION OF THE CHORION. 


The instances in which the Zondek-Aschheim test can be of much 
clinical value must be relatively few, because the symptoms of tubal 
pregnancy are either sufficiently urgent, or the signs sufficiently clear, to 
demand operation without the delay which the test entails. In the 
instance to be related there were unusual difficulties, and without the 
positive support of this reaction permission for operation would not have 
been given until further and perhaps very severe symptoms had arisen. 

Both the patient and her husband were highly intelligent and well 
educated in everything else but medicine, of which they had made a 
careful study in popular literature. They held that all departures from 
health could be ascribed to chills, constipation and overeating, and they 
“did not believe in operations.’? They were not, therefore, of the type 
who would accept the suggestion of an exploratory operation. That was 
the atmosphere. The following are the facts :— 

Mrs. L., aged 23, had been married for one and a half years; she did 
not have any children. Menstruation had been normal and regular except 
that six months previously a menstrual period was 14 days late. This 
was ascribed to a ‘‘chill.” 

On the day before I saw her the so-called period had begun 17 days 
late, the delay again being ascribed to a ‘“‘chill.’? During the afternoon 
of that day she had a sudden attack of abdominal pain while in the street, 
but did not feel faint. She thought that the pain was colic due to 
constipation, especially as it passed off in a few minutes, and she con- 
tinued her way to have tea with friends, There, in her own words, ‘she 
ate too much,”’ and on her return home in the evening she got a stomach 
ache and vomited. Again she was not faint and there was not any rectal 
pain. She passed a bad night owing to pain, which she thought was the 
result of an aperient taken before she went to bed but which failed to 
act. By the morning the pain had become severe and she had developed 
“rheumatism” in her left shoulder, caused, as she said, ‘by a chill from 
getting up in the night so often.” They decided to call in a doctor who 
asked me to see her with him. 

The patient looked well and talked incessantly, ‘The pulse-rate was 
80, and the temperature normal. She complained of some abdominal 
pain, which she said was improving. The abdomen was fat, distinetly 
tumid but not tender, and doubtful signs of shifting dullness were 
elicited. When she lay on her left side at a vaginal examination she 
complained of pain in the left shoulder which, though not swollen, was 
tender on palpation and on movement 
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There was some vaginal loss which she said was normal in amount for 
the second day of her period, and she added that it would be less still on 
the following day, and then it would become more profuse for several 
days. This happened just as she anticipated. 

Qn vaginal examination the uterus was normal in size. There was: not 
any pelvic tenderness, and a swelling could not be felt either per vaginam 
or per rectum. Bimanual examination was not very satisfactory on account 
of her fat abdominal wall and the loaded state of her rectum and sigmoid 
colon 

The case, in short, was that the patient, whose period was 17 days 
late, had an attack of abdominal pain, vomiting, and pain in the left 
shoulder, and the only physical sign was the supposed presence of a small 
amount of free fluid. This certainly suggested a ruptured tubal preg- 
nancy, but she had had a previous delay of fourteen days in the onset of 
a period six months before, after which the intermenstrual intervals were 
normal, She attributed the abdominal pain to overeating and she stoutly 
maintained that she had often had “rheumatism in her left shoulder 
brought on by exposure to cold.” 

Phe patient and her husband were strongly opposed to operation, and 
in the circumstances there did net seem to be justification for insistence 
upon its necessity. With considerable difficulty she was persuaded to 
go into a nursing home, so as to be under observation pending the result 
of a Zondek-Aschheim test, the significance of which was fully explained 
to the husband. 

It was anticipated that if she had a tubal rupture an enema would 
nduce another attack of pain and that then she would agree to operation, 
but the contrary happened. The enema gave immediate relief and she 
slept all night. In the morning she was perfectly comfortable; the 
thdomen was no longer tninid; there was not any evidence of the 
presence of free fluid; nor could any pelvic swelling be made out. 

During the six days which intervened before the report on the urine 
uwrived she had no pain and the period took its normal course. Upon the 
rrival of a positive report on the urine, operation was eventually con- 
sented to. 

Under the anaesthetic there was not any swelling to be felt other than 

which felt like the left ovary, but laparotomy aisclosed free blood in 
he peritoneal cavity, which was chiefly clotted. This probably accounted 


for the inability to confirm the presence of free fluid at the second 
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carneous moles. ‘The presence of early vesicular degeneration of the 
chorion accounts for the positive Zondek-Aschheim test when with a 
blood mole this would be expected to be negative, as is so often the case 
when the foetus is dead. 


Hydatidiform degeneration of the chorion in a tubal pregnancy is a 
well recognized condition. Meyer* described it very fully in 1919. He 
was then able to collect only seven authentic cases from the literature, 


: but he was able to add 48 instances of hydatid degeneration of the chorion 
: in 153 specimens examined, He estimated that it was relatively more 
é common in tubal than in uterine pregnancy. 

4 The President referred to the diagnostic value, in certain cases, of 


inserting a needle into the pouch of Douglas. He asked how long the 
Zondek-Aschheim reaction remained positive after the formation of a 
carneous mole, and described a modified test for pregnancy using rabbits. 

Mr. J. E. Stacky asked whether any lutein cysts were present in either 
; ovary, and described a case of vesicular mole in which the Zondek- 
Aschheim reaction became negative within four days. 

Dr. FARQUHAR MuRRAy had seen hydatidiform degeneration in an 
interstitial tubal pregnancy with extension of what proved to be an early 
chorion-epithelioma into the broad ligament. He found combined rectal 
and vaginal examination helpful in diagnosis, but agreed that it was 
difficult to diagnose free blood in the peritoneal cavity in small quantities. 

Dr. Datnow, of Liverpool, mentioned Aschheim’s original description 
of the test in 35 cases of ectopic gestation, with a correct result in 29. 
The signs indicative of progressive gestation (either uterine or extra- 
uterine) consisted, in the mouse, of uterine hypertrophy, haemorrhage, 
and the formation of corpora lutea atretica; while if the foetus had died, 
there was distension of the uterus with neither of these ovarian changes. 
Dr. Datnow had carried out the test in three cases of tubal pregnancy, 
with a correct result in each case, and therefore considered it of value in 
arriving at a diagnosis. He believed that the reaction was never positive 
more than 48 hours after delivery or abortion, except in hydatidiform 
mole or when chorion-epithelioma had developed. 

In reply, Mr. King stated that he had performed posterior colpotomy 
in certain doubtful cases, and referred to the Edinburgh statement that 
the Zondek-Aschheim reaction may remain positive in incomplete 
abortion for two weeks. 











Mr. J. E. Stacky, of Sheffield, showed the specimen from a case of 
A TWISTED HyDROSALPINX, 


This specimen was removed from a nulliparous woman aged 29, who 
| had been married for seven years, and had complained of lower abdominal 
pain, with exacerbation for one week before cach menstrual period, for 
three years. She presented herself for examination on account of sterility 
On examination the uterus was found to be retroverted with a mass of 
enlarged, matted appendages palpable in the pouch of Douglas 





* Meyer, Andrew. Surgery, Gynaecology and Obstetrics, 1QIY9, 


XXVUI, p. 29 
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At operation Rubin’s test was negative, so laparotomy was performed. 
The pelvic organs were roofed by omentum. The right Fallopian tube 
was the site of a hydrosalpinx five inches long and one inch in diameter, 
which had undergone one complete twist in a counter-clockwise manner. 
The sactosalpinx was filled by blood-stained serous fluid. In the process 
of torsion the broad ligament had been torn and there was a large hiatus 
in it, thus preventing the ovary being involved in the pedicle. The 
ovary, however, was cystic and bound in a mass of adhesions. Right 
salpingectomy was performed, the ovary was freed and sutured to the 
cornu of the uterus. The left Fallopian tube was thickened and the 
fimbrial extremity occluded. The left ovary contained a large tarry cyst, 
and a smaller one was present in the right ovary. Left salpingostomy 
was then performed. The appendix was bound down by retrocaecal 
adhesions. Appendicectomy was performed. 

The specimen is a self-evident one of torsion of a hydrosalpinx. Two 
similar specimens have been shown to this Society in the past two years 
by Mr. Edwards, although in each of the cases he described there was an 
acute attack of pain. 

The question of the correct treatment when the operation is under- 
taken for sterility is open to discussion. If it appears that pregnancy 
scems very unlikely, ought the surgeon to direct his attention towards 
curing all the other symptoms, ignoring the sterility, and, in this case, 
should an operation more radical than left salpingostomy have been 
pel formed ? 

Advice is not infrequently sought for sterility in cases in which the 
cause is pelvic peritonitis, and the problem as to which is the better line 
of treatment presents itself. 

1. The almost forlorn hope of a conservative operation, in which the 
symptoms of pain are likely to persist and the sterility to be uncured, or 

2. A radical operation which will cure the pain but preclude any hope 
ol pregnancy for which the operation has been undertaken. 

The PRESIDENT had seen a case of torsion of the Fallopian tube in a 
patient who was eight months pregnant; as usual, the right Fallopian 
tube was the twisted one. He supported the performance of salpingostomy 
in such a case as the one described in view of the age of the patient. 

Professor MILES PHILLIPS had seen @ case in which the twisted Fal- 
lopian tube formed a tender swelling in the utero-vesical pouch; the 
patient had suffered from gonorrhoeal salpingitis nine years previously. 
He had not had any success with salpingostomy, but believed it should 
be performed when possible. 

Dr. A, CaLtum had seen a case of torsion of the Fallopian tube, the 
ovary not being involved. 

Mr. KinG asked if there had been an attack of pain, and whether 
there was any sign of gonorrhoea or other cause for the hydrosalpinx. 

Dr. FARQUHAR MURRAY had found abdominal inflation of the Fallopian 
tubes useful, and Professor Lerrn Murray had seen three cases of 
salpingostomy followed by pregnancy, one, however, being an ectopic 
restation., 

In veply Ma. Stacey said there was neither history of acute abdominal 


pall Ol uy sien Dt vonorrhoeal wv other imiection. 
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Dr. C. P. BRENTNALL, of Manchester, showed a specimen of 


A FIBROID WITH RED AND CySsTIC DEGENERATION, 

This specimen was removed from a primigravida, aged 27, who had 
complained of continuous pain and tenderness apparently due to the 
tumour, and present for four months. The fibroid, which was extensively 
adherent to the omentum and colon, was almost uniformly degenerate, 
and showed areas of cystic degeneration containing a fluid which, after 
fixation, somewhat resembled chocolate in appearance. Dr. Brentnall 
referred to the opinion frequently expressed that red degeneration of a 
fibroid during pregnancy affords no indication for operation. He had 
collected two series of hospital cases and found that the 11 patients who 
had enucleation performed all went to term, while of 31 cases in which 
operation was not performed, one mother died of peritonitis following 
hysterectomy two months after delivery, and there were four abortions, 
one premature labour with death of the foetus, one macerated child, and 
four neonatal deaths. In view of the above results, of the danger of 
changes such as those in the specimen described, and also of the 
possibility of the development of sarcomatous metaplasia or dense 
adhesions round the tumour, Dr. Brentnall advocated early surgical treat- 
ment when red degeneration was diagnosed during pregnancy. He also 
suggested that a proportion of fibromyomata complicating pregnancy 
might be sarcomatous. 

The PRESIDENT stated that he had always operated on cases of red 
degeneration during pregnancy, and Mr. A. GouGH gave uncertainty in 
diagnosis as another reason for operating. 

Professor LEITH Murray, after observing how one case of red degenera- 
tion in pregnancy had settled down with morphia, subsequently left all 
cases except those which do not react to morphia; that is when there is 
increasing toxicity. 

Dr. BRIDE considered that a fibroid, if left alone, might disappear, but 
agreed that there was an increased risk of miscarriage in cases treated 
expectantly. 

In reply, Dr. Brentnall questioned whether degenerated fibroids could 
entirely disappear, and also said that it might be difficult or impossible 
to enucleate multiple degenerated fibromyomata. 


Dr. K. V. Barky, of Manchester, showed a specimen of 


CARCINOMA OF THE PERINEUM. 

This specimen was removed from a single patient aged 36, who had 
complained of tenderness in ithe perineal region for two months. 
Examination revealed a deep excavating ulcer of the perineum extending 
up to, but not actually involving, the external sphincter ani, with 
extensive glandular involvement in both groins. As a result of treat 
ment, comprising three applications of radium, colostomy, excision of the 
left iliac lymphatic glands and both sets of inguinal glands, and finally 
excision of the ulcer, the patient was rendered comfortable. Phe 
perineum healed readily by granulation, and the glandular areas were 
being treated by X-rays. 

The PRESIDENT described a somewhat similar case in which carcinoma 
arose in the vagina, extended to the perineum and was inoperable, 


724 Journal of Obstetrics and Gynaecology 


A Meeting of the North of England Obstetrical and Gynaecological 
Society was held in Sheffield on February 26th, 1932, when Dr. E. A. 
GERRARD and Dr. R. L. NEWTON read a paper on 


A CONSERVATIVE TREATMENT OF ECLAMPSIA—A REPORT OF 100 CASES. 


The cases cover a period of three and a half years, during which time 
the post of Resident Obstetric Surgeon to the St. Mary‘’s Hospital, Man- 
chester, was held by either Dr. Gerrard or Dr, Newton. 

In reviewing the cases admitted during the years 1908 to 1928, these 
fall, as regards treatment, into two very definite groups. No routine 
method was in vogue prior to 1920, but the main features were purgation 
and diaphoresis, with frequent resort to Caesarean section and accouch- 
ment forcée. Early in 1920, however, the Dublin method was adopted at 
St. Mary’s Hospital, and, as the following table shows, a distinct 
improvement became evident, the maternal mortality falling from 35 
per cent to 19 per cent. g 


CasEs TREATED, 1908 TO AUGUST, 1928. 


Total Deaths Per cent 
1908 14 [ 35-7 
1909 12 66.7 
I9QIO 20 25.0 
1911 25 3 12.0 
1gI2 38 I 28.9 
1913 49 I 42.9 
1914 45 15 33-3 
1915 39 7 43.6 
1916 51 5 29.4 
1917 35 5 42.9 
1918 39 : 38.5 
1919 54 8 33-3 
1920 (January to March) 9 : 55-5 


Total 430 é 35.6 


Total Deaths Per cent 
1920 (April to December) 
1Q21 
1922 
1923 
1924 
1925 
1926 
1927 
1928 (January to August) 


17.0 
20.7 
1303 
10.8 
21.4 
20.6 
20.6 
26.5 
28.5 


Total 324 19.8 
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During the first eight months of 1928 28 patients were treated, with 
eight deaths, a mortality of 26.6 per cent. It was felt, therefore, that the 
results of the Dublin method were, perhaps, not all that could be desired, 
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the chief objection being that the repetition of colonic lavage advised in 
a severe case appeared to have a markedly adverse effect on the patient’s 
heart. The culminating point was reached when the pulse of one of the 
patients suddenly disappeared during colonic lavage. 

The question of other methods was considered, and the results obtained 
by Stroganoff were impressive. On theoretical grounds, however, this 
technique was not followed absolutely. The criticism was that since the 
routine treatment of pregnancy toxaemia is, and always has been, by 
elimination, it seems irrational to discard eliminative measures entirely 
on the appearance of a fit, and proceed on purely sedative lines. 

It was decided, therefore, to make an attempt to combine the two 
methods, and, in view of the tact that cardiac failure is the cause of death 
in many cases, the routine use of a cardiac stimulant, four hourly, seemed 
desirable. 


The method of procedure was as follows :— 


Treatment A. 


Hours 
o Morphia gr. 4%; coramine one c.c. 

\ Gastric lavage, leaving two ounces of castor oil and two 
miniins of croton vil in the stomach: Colonic lavage, 
leaving two ounces of magnesium sulphate in the colon. 

14 Chloral hydrate gr. 30 per rectum or mouth. 

3 Morphia gr. 4. 

4 Coramine one c.c. 

7 Chloral hydrate gr. 30. 

8 Coramine one c.c. 

12 Coramine one c.c.; chloral hydrate gr. 20. 

16 Coramine one c.c. 

20 Coramine one c.c.; chloral hydrate gr. 20; and later 


chloral gr, 20, eight hourly if required. 


Coramine, a ciba preparation of camphor, has proved quite satis- 
factory. 


The results obtained in the fitst few cases being rather encouraging, 
the method was deemed worthy of an extended trial. Late in 1929, how- 
ever, by which time 4o cases had been treated, a paper appeared in the 
American Journal of Obstetrics, by O. H. Schwarz and W. J. Dieckmann, 
advocating the use of intravenous glucose and intramuscular magnesium 
sulphate in the following way :— 

1. Magnesium sulphate, 10 c.c. of 25 per cent solution intramuscularly 
on admission and five c.c. after each convulsion. 

2. Colonic and gastric lavage leaving 60 c¢.c. of a saturated solution of 
magnesium sulphate in the stomach. 

3. Glucose, 1,000 ¢.c, of a 20 per cent solution intravenously, two, 
three, or four times daily, depending on the case. 

Intravenous glucose produces a rapid diminution of intracranial 
pressure, a feature now commonly made use of by cerebral surgeons. 

It was suggested that this might form a useful addition to the routine, 
which now becaine :— 
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Treatment B. 


Hours 
6) Morphia gr. 44; coramine one c.c. 

Magnesium sulphate, 10c.c. of a 25 per cent solution 
intramuscularly and five c.c. after each convulsion. 
Dextrose, 1,000¢.c. of a 20 per cent solution intraven- 
ously ; repeated if necessary. 

VY, Gastric lavage, leaving two ounces of castor oil and two 
miuims of croton oil in the stomach. Colonic lavage, 
leaving two ounces of magnesium sulphate in the colon. 


yy Chloral hydrate gr, 30 per rectum or mouth. 

3 Morphia gr. 44. 

4 Coramine one c.c. 

7 Chloral hydrate gr. 30. 

8 Coramine one c.c. 

12 Coramine one c.c. Chloral hydrate gr. 20. 

16 Coramine one c.c. 

20 Coramine one c.c.; chloral hydrate gr. 20. And later 


chloral hydrate gr. 20, eight hourly if required. 


Apart from this modification the whole series of 100 cases have been 
tieated on identical lines. ‘The attitude has been entirely conservative, 
and eclampsia, of itself, was not considered an indication for operative 
interference of any kind in cases in which the patient was in labour. 
When, however, a complication arose, it was dealt with on ordinary 
obstetric principles, as in a non-eclamptic case. 

No patient was discharged from hospital undelivered. In a certain 
number of cases, however, the induction of abortion or premature labour 
was carried out on account of persistent albuminuria following recovery 
from the eclampsia. 

The mode of delivery is shown by the following table :— 


Abortion 7 8 
Induced abortion 3 
Forceps : ; . jes diets ahs ee re i 17 
Version I 
ikreech ee ee ee I 
Caesarean section ee ee ee dm <ekd I 
Craniotomy . & . ae a ae I 
Induction followed by delivery by natural forces .. j 
Natural forces 54 
Patients died undelivered 5 
\ COMPARISON OF THE RESULTS. 
1. Maternal mortality. 
Total Deaths Per cent 
1908 to March, 1920 430 153 35.0 
March, 1920, to August, 1928 324 64 19.8 
September, 1425, to February, 1932 100 7 7.0 
Under Treatment A 40 1 10.0 


Unde1 


Treatment B 60 7 =O 
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MATERNAL DEATHS. 


Case 1, 923a, 1929. Mrs.—, aged 27. A case of post-partum eclampsia 
at the twenty-sixth week. 

Mrs.— was admitted tc hospital at 4.45 p.m. on 11th June, 1929, seven 
hours after the delivery of her feurth child with the forceps. The child 
was stillborn. During pregnancy there had been several attacks of ante- 
partum haemorrhage. She had had five fits before admission She was 
unconscious all the time. 

Blood, as well as albumin, was found in the urine; the blood-pressure 
was 100/75 mm. Hg. 

In spite of treatment she became rapidly worse and died five and a 
half hours later. She did not have a fit after admission, 

A post-mortem examination showed no abnormal features other than 
definite softening of the substance of the brain. 

Case 2, 1499, 1929. Mrs.—, aged 23. A case of ante-partum eclampsia 
in a primigravida at term. 

Mrs.— was admitted at o p.m. on Sth September, 1929. She was 
uticonscious on adinission. There was a history of five fits outside, 
beginning five hours before admission. The urine became solid on boil- 
ing; oedema was present. The blood-pressure was 140/110 mm. Hg. She 
improved under treatment, and on oth September the fits ceased; she had 
nine fits after admission. Labour began on that day. She was delivered 
of a stillborn child on the next day, labour having lasted less than 14 
hours. On 11th September the secretion of urine became suppressed. 
The usual medical treatment was given, but the patient died on 12th 
September. 

Case 3, 1598, 26/9/29. Mrs.—, aged 34. A case of ante-partum and 
intra-partum eclampsia at the thirty-eighth week. 

Mrs.— was sent in as a pre-eclamptic on 26th September, 1929, with a 
history of five weeks of severe albuminuria. She was given morphia, a 
purgative, and an enema. During the pregnancy she had had several 
attacks of ante-partum haemorrhage, On adinission she was vomiting, 
complaining of dimness of vision, epigastric pain, and blood in addition 
to albumin was found in the urine. 

At Sa.m. on 27th September she had her first fit, and probably labour 
bean about the same time. The routine treatment was immediately 
commenced. The fits ceased at 7 p.m. and her condition improved until 
about 3.a.m. on the 28th, when the heart became irregular. The patient 
collapsed and died at 4.30 a.m. 

Case 4, 1693. Mrs.—, aged 24. A case of ante-partum eclampsia at 
the twenty-fourth week. 


Mrs.— was adinitted unconscious at 7.30 a.m., on rith October, 1ro2y 


7 
There was a history of eight weeks severe albuminuria and on admission 
the urine became solid on boiling; the temperature was te2°h. She had 


had fits at short intervals for five hours before admission Phe routing 


treatment was commenced on adinission, She had nine fits between 
7.30 A.M. and $.30 A.M., When the fits stopped 

Despite the cessation of the fits her condition became worse Pul 
monary oedema was a prominent feature Continuous oxygen and 


stimulants were necessary the whole time, She died at 0.20 p.m 
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€ 5, 129, 1930. Mrs.—, aged 36. A case of ante-partum eclampsia 
thirtieth week. 


She was admitted at 3.45a.m. on 20th January, 1930. She had a 


history of severe albuminuria for 10 days. She had refused hospital 

treatment. She began to have fits a few hours before admission, having 

had three before coming to hospital. Routine A treatment was com- 

By 11 a.m. she had had 13 more fits. Intravenous glucose was 

viven, after which she had three fits, the last at 2.4 p.m. The 

as repeated at 8.30 p.m. At 9.30 severe vomiting began. The 

temperature began to rise and there was a fair amount of collapse, 

necessitating stimulants. Pulmonary oedema was evident. Labour 

probably commenced at 8.30 p.M. The temperature rose to 107°F. and the 
patient died at 2.40 a.m. on 2ist January, 1930. 


Case 6, 1521, 1930. Mrs.—, aged 27. A case of ante-partum and intra- 
partum cclampsia at the thirtieth week in a patient pregnant for the 
second time. 


Mrs.— was admitted unconscious at 10.30 a.m. on the 23rd with a 
history of sudden onset of blindness, severe headache, and beginning to 
have fits about roa.m. She had had three fits before admission. The 
urine became solid on boiling; the blood-pressure was 160/120 mm. Hg. 
Routine treatment was commenced, but the glucose was not given until 
later. She had 14 fits in hospital, seven before and seven after the giving 
of the glucose. The last fit was at 6.20p.m. At 7.45 p.m. an extra 
colonic lavage was given. About this time it was found that labour had 
begun. At 9.15 the temperature rose to 107.4°F. and the patient collapsed. 
Stimulants and oxygen were given, but she died at 8.10 next morning. 

Post-mortem. ‘The liver was small and yellow. Microscopically the 
cells showed much fatty degeneration and there was some pericellular 
fibrosis. ‘The kidneys were enlarged and deep red in colour. There was 
much desquammation of cells and loss of nuclei both in the tubules and 
glomeruli. ‘There were aumerous casts. 

Case 7, 1841, 1931. Mrs.—, a primipara, aged 31. 

She was adinitted at 2.35 a.m. in labour, in a collapsed condition, with 
i history of five fits before adimission, the first five hours before. She had 
a weak, irregular pulse. The routine treatment was commenced. She 
ippeared to improve following the elucose saline at 3.15. Her last fit 
Was at 3.25 a.m., but she collapsed again later and died at 3.40. , 


lL oetal mortality. 
(a) All cases 


Abortion, stillborn, and Well on 
neonatal deaths discharge 
per cent per cent 
it) to March, 1920 64.2 
March, 1920, to September, 1925 
September, 1928, to February, 19 
Treatment A 
Treatinent 5b 


< 
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(b) Excluding cases of post-partum eclampsia. 
Abortion, stillboin, and Well on 


neonatal deaths discharge 

per cent per cent 
1908 to March, 1920 Bs ate casey ORG 32.1 
March, 1920, to September, 1928 ... ... 69.8 30.2 
September, 1928, to February, 1932 ... 63.3 36.7 
breatment Ayo uc. i ke exe ORF 32:3 
bréatment Bo <u. 5 hi ees See, «OA 39.6 


(c) Excluding 11 abortions and 18 post-partum cases in the series 


of 100. 
Stillborn and Well on 
neonatal deaths discharge 
Cases per cent per cent 
Treatment A and B... 71 57-7 42.2 
Treatment A ee 625 56.0 44.0 
Treatment B i, «ds CAG 58.7 41.3 


1. Classification of cases. 

Clinically, cases of eclampsia are often grouped under three 
headings :— 

(a) Those which will recover under any treatment. 

() Those which will die despite the best treatment. 

(c) An intermediate group which is amenable to good treatment. 

A classification of this kind can, however, hardly be considered 
scientific, and we propose in this paper to group the cases under two 
headings only, namely severe and mild. 

Any case was considered as severe when :— 

(a) Coma was present, or 

(b) The number of convulsions exceeded six, or 

(c) The temperature rose above 103°F 

All other cases are grouped as mild. 

Using this classification there are. 


— 


Mild 58 cases. Average number of convulsions 2.7. Mortality nil. 
Severe 42 cases. Average uumber of convulsions 8.0 Mortality 
seven or 16.6 per cent. 


2. Comparison of results in severe cases by treatment A and treat 
ment B, 

Treatment A, 19 cases. Average number of convulsions 8.9 Mot 
tality four, or 21 per cent. 

Treatment B, 23 cases. Average number of convulsions 7.0. Mortality 
three, or 13 per ceit. 

It will be seen that the mortality was definitely lower under treat 
ment B, but that the cases were probably not quite so severe. 


3. The average number of convulsions in all cases was 4.3. It will 
be recognized, however, that the total number of fits per case must be, to 
a certain extent, influenced by the efficiency, or otherwise, of treatment. 
In relation to this we may state that convulsions are, as a rule, controlled 
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a few sinutes of the intravenous administration of 
lextrose. 
The average number of convulsions among the patients who died was 
5s. The highest number to be followed by recovery was 22. One 
fits continuously for an hour and a half, but recovered. 

Coma was present in 36 patients, of whom six died. 

rise of temperature to over 103°F, was recorded in eight patients, 
hom two died. 
Qedema was present in 79 patients, of whom six died 
It is interesting to note that the patient who had neither coma nor 
lema had a temperature of 105°F. 


5. Parity. 
Deaths 
Primiparae 4 
Secundparae I 
Multiparae 2 
6. Stage of pregnancy 
No case occurred before the twentieth week. 


Weeks Cases Deaths 
20 to 24 ‘ I 

25 to 25 

29 to 32 

33 to 36 


37 to 40 


The incidence of eclampsia would seem to increase steadily during 
the later months of pregnancy. 


7. Relation to parturition. 
\nte-partum 43 cases. Mortality three, or 6.9 per cent. 

Intra-partum 2y cases. Mortality four, or 10.3 per cent. 

Post-partum 18 cases. Mortality none 

This corresponds with the usually accepted ideas both as regards 
ficquency and imertality in the three types of case. 


Ninety-three cases were emergency; seven had attended the ante- 
clinic, Short notes of these are as follows : 


natal 


No. 35. Admitted from clinic owine to severe albuminuria. This 
patient had only one fit, four hours later following an enema She was 
not in labour. 

No. 44. Admitted from clinic owing to severe albuminuria, The 
itic! went into labour after an encma, was delivered, and had two 
st-partuin fits. 

No. 49. Adimitted from clinic owing to severe albuminuria. She went 
nto labour after an enema, was delivered, and had one post-partum fit. 

No. 6 Had not attended clinic tor five weeks, urine clear at last 
visit. Post-partum eclampsia, even fits 
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No. 84. A district case. She had attended the clinic three weeks 
previously, when the urine was clear. Post-partum eclampsia, eight fits. 

No. 89. A district case. The last visit to the clinic was eight weeks 
previously. The urine was then clear. Post-partum eclampsia, six fits. 

No. 93. Admitted from clinic owing to severe albuminuria at 34 
weeks. Routine treatment was carried out for two weeks without any 
improvement; labour was therefore induced. The patient had one post- 
partum fit. 

In three cases, therefore, the patients had not attended the clinic for 
some time, the urine on their last visits having been clear. All developed 
post-partum eclampsia. 

In two cases labour followed the institution of climinative treatment 
for albuminuria. Both these patients developed mild post-partum 
eclampsia. 

In one, ante-partum eclampsia resulted within a few hours of the 
beginning of eliminative treatment. The patient did not go into labour, 
which was induced later. 

In the other case eclampsia followed labour, induced for persistent 
albuminuria. 


g. Relation to albuminuria. 

On admission. Two gr. up: albuminometer 94 cases; trace of albumin 
one case; no albumin five cases. 

None of the patients without albumin died, contrary to the general 
impression, as an absence of albumin is usually considered to be a very 
bad sign. 

On discharge. Registrable by albuminometer three cases; trace of 
albumin 12 cases; urine clear 78 cases. 

10. Blood-pressure. 

This showed considerable variation, the average systolic pressure being 
150.5mm. of Hg. The suggestion offered by the observations is that the 
blood-pressure is not a reliable aid to prognosis. 


DISCUSSION, 

The PRESIDENT (Dr. Lacey) referred to a paper read by Dr. Eden in 
1922, in which the results given by the centres in the north of England 
were decidedly bad—the same did not apply to the Dublin” results 
Dr. Eden had classed as severe those cases with a systolic blood-pressure 
of over 200 mm. He., more than 10 fits, more than fo er. of albumin in 
the urine, coma, or a temperature of 103°R. or over. 

Dr. Lacey had formed the impression that cases of post-partum 
eclampsia were most dangerous, and commented on the strceess of the 
treatment as described by Dr. Gerrard and Dr. Newton, in spite of the 
apparently large quantities of glucose used. 

Dr. BREAKEY, of Sheffield, dealt with the results of the treatment of 
eclampsia in the Jessop Hospital, and commented on the apparent tall 
in the mortality since the abandonment of the use of chloroform, She 
also proved, by plotting the annual mortality, that this was relatively 
higher for the years during which only a few cases were admitted 
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Mr. W. W. KING, of Sheffield, spoke of the possible abuse of chloro- 
form and the importance of the personal element in the medical treatment 
of eclampsia. ° 

Mr. B. L. JEFFRESON, of Leeds, asked whether cases had been treated 
in general or side wards. He stressed the importance of quietness for the 
patient, and referred to cases in which the fits had commenced as a result 
of the administration of enemata or of history taking. 

Professor CLAYE, of Jeeds, had used the Dublin treatment since 1923, 
except that veratrone was given if the blood-pressure was high and 
strophanthin used as the cardiac stimulant. His mortality was 1 
per cent. 

Dr. A. A. Davis, of Manchester, said that, working with Mr. Jeffreson, 
he had shown by clinical and experimental evidence that the optimum 
decrease in intracranial tension was obtained by the intravenous injection 
of 30 c.c. of 15 per cent saline; or, if the effect was to be prolonged, by 
the similar administration of 5c c.c. of 50 per cent glucose solution 
(Burroughs, Welcome and Co.). These methods would be simpler to 
apply than the use of large quantities of fluid, as recommended by the 
readers of the paper. 

Mr. N. L. Epwarps, of Sheffield, considered that there was a definite 
risk of over-treatinent such as repeated colonic lavage. He doubted the 
value of giving glucose except when there was coma or evidence of raised 
tension in the cerebrospinal fluid. 

Mr. J. St. G. Winson, of Liverpool, commended the results of the 
treatment, and considered that these results proved the value of one or 
two individuals being responsible for the whole treatment. He stated 
that while the intravenous injection of magnesium sulphate (10 c.c. of a 

19 per cent solution) would stop eclamptic fits, and as many as four doses 
could be given, he preferred chloroform in the presence of eclampsia or 
when fits arose as a result of catheterization. 


Mr. J. W. A. Hunter, of Manchester, reported a case of 








ACCESSORY URETER OPENING INTO THE VAGINA 
Rare cases are frequently of academic interest only, but the following 
one which, being of interest from an embryological standpoint, is also of 
practical importance regarding its diagnosis and treatment. 

The history of the case was as follows :- 

The patient, a girl aged 14, was seen as an out-patient with the com- 
plaint that although she could pass urine normally she continued to 
dribble for about an hour after the act and intermittently at other times. 
On being questioned she also said that there was ‘incontinence of urine”’ 
While she was asleep, and her mother stated that she had never been 
dry since infancy. In spite of many courses of treatment by drugs and 
training there had been no improvement 

Careful examination in the lithotomy position revealed the following 
conditions : the labia minora were markedly hypertrophied, and alter the 
insertion of a speculum a small opening from which drops of watery fluid 
exuded was seen about half an inch above the urethral orifice slightly to 
the right of the middle line on the anterior vaginal wall. On passing a 
probe into the opening it was found to go for a distance of only about 
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two inches and in a direction parallel to the urethra. She admitted the 
habit of masturbation, which accounted for the hypertrophic condition of 
the labia, and said that the irritation caused by the constant moisture had 
initiated this practice. 

The case was referred for complete urinary investigation with a 
provisional diagnosis of an accessory ureter opening extravesically. 

Cystoscopy, after the intravenous injection of indigo-carmine, showed 
that there were two ureters opening in the normal positions in the bladder 
and each kidney was functioning normally, as shown by the excretion of 
the dye in the required time and in strong shoots. Next, the two opaque 
catherers were passed up the ureters and an attempt was made to pass a 
third one into the accessory passage—this would pass a distance of only four 
or five inches. Accordingly, to locate the track a solution of 12.8 per cent 
sodium iodide was injected with some force by means of a record syringe 
attached to a small hollow ureteric catheter, passed as far as possible up 
the track. X-ray photographs were at once taken, and showed that the 
iodide solution flowed in a tortuous manner to the upper part of the right 
kidney. 

Mr. Hector Scotson, working in conjunction with Dr. Hunter, decided 
later to explore the right kidney. In order to define the right ureter and 
the functioning part of the right kidney a bougie was passed up the right 
ureter from the bladder after preliminary cystoscopy. The patient was 
then turned over on to her left side and the right kidney exposed by the 
usual oblique incision. The renal tissue appeared normal and on external 
examination there was nothing to suggest any abnormality. On palpation 
of the bougie the normal ureter was found to enter a large lower rena) 
pelvis, apparently draining almost the entire kidney. There was, how- 
ever, a small upper pelvis draining the upper pole of the kidney and 
leading down into a thickened, tortuous and widely dilated tube, 
obviously the upper end of the accessory ureter. No sulcus could be 
detected between the two portions of the kidney corresponding to the 
two pelves. 

A wedge of the upper pole of the kidney adjacent to the supernumary 
pelvis, together with about six inches of the accessory ureter, was 
excised, the lower end of the latter being ligated and the renal tissue 
closed by mattress sutures. The wound was clesed, drainage being 
provided in case of leakage of urine from the sutured kidney, The 
convalescence was uneventful. 

Five weeks later a further cystoscopic examination was made aftet 
the injection of intravenous indigo-carmine, This showed both kidneys 
to be excreting the dye normally and the right kidney not to have been 
impaired in any way by the partial resection. 

The patient is now in perfect health, has gained weight and is work 
ing without any discomfort. It is of gynaecological interest to note that 
since removal of the cause of the irritation the patient has ceased to 
masturbate. 


SPECIMEN 
This consists of the portion removed from the upper pole of the 
kidney and the dilated accessory ureter. 
The solid portion has the external appearance of normal renal tissue, 
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but the cut surface is somewhat paler in colour and shows no differentia- 
tion into cortex and medulla. Attached to it is the thick-walled dilated 
ureter, rather similar in appearance to that seen in a moderate degree of 
hydronephrosis ; papillae cannot be seen projecting from the kidney into 
the pelvis. 


MICROSCOPICAL EXAMINATION. 

The histological appearance is that of poorly differentiated renal 
tissue without well-marked divisions between cortex and medulla. The 
glomeruli are numerous and well formed, while the uriniferous tubules 
are lined with columnar epithelium and are well defined. The interstitial 
tissue shows many rather primitive mesenchyme cells with fine branching 
processes and of an embryonic type. The ureter consists largely of fibrous 
tissue and circular muscle fibres with an endothelial lining; transitional 
epithelium is not present. 


BIBLIOGRAPHY. 

It has been possible to trace, in the literature, more than 100 cases of 
accessory ureter opening externally. 

In 190g Josephson! reported a case in a girl of 18, who had suffered 
from incontinence since birth due to a supernumerary ureter opening near 
the external urethral orifice. He resected the upper portion (the size of 
a hen’s egg) and left the lower portion. 

In 1914 Staumber? reported a case of bilateral double ureter; each 
anomalous ureter opencd into the vagina and drained the upper pelvis of 
a double kidney on either side. Both kidneys were explored. On the 
tight side the anomalous ureter was sectioned and the two renal pelves 
anastomosed, on the left side the upper half of the kidney was resected. 

Hartmann,* of Copenhagen, was able to collect 37 cases of super- 
numerary and single ureters opening extravesically from the literature 
up to 1913. In 14 of these the opening was that of a supernumerary 
ureter, the majority of which opened either into the vagina or vestibule. 

Judd+ in 1918 reported a case of accessory ureter opening into the 
vagina. He states that a clinical history of constant incontinence of 
urine associated with periods of normal continence suggests the existence 
of a ureter with an opening outside the vesical sphincter. In this case 
the accessory ureter had previously been freed from the vagina and im- 
planted into the bladder, but six years later, owing to pregnancy, this 
broke down. At the second operation the ureter was ligated with satis- 
factory results. At this time Judd advised an abdominal extraperitoneal 
transplantation of the abnormal ureter inte the bladder, presumably 
under the impression that the accessory ureter arose from normal 
secretory renal tissue. 

Braasch and Scholl’ state that from 1907 to 1922 there were three cases 
of complete unilateral duplication of the ureter with an ectopic ending 
among the patients admitted to the Mayo Clinic. In two cases the end was 
in the urethra and in one case in the vagina. In the latter case the aberrant 
ureter was ligated and there were no complications other than the usual 
reactions following ligation. 

In 1922 Franco® described an interesting case in which an ectopic 
ureter opened into the urethra. There was not any incontinence, but 
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there was a history of intermittent attacks of left-sided pain followed by 
discharge of turbid urine. The diagnosis was extremely difficult, for 
cystoscopic examination revealed normal urine in the bladder, but the 
voided urine contained pus. The abnormal ureteric opening in the 
urethra was revealed by urethroscopic examination after laparotomy had 
established the real conditions. 


In 1928 a new light was thrown on the aetiology of this interesting 
abnormality by Spitzer and Wallin.? They record a case of bilateral 
supernumerary ureters with ectopic endings in two papillae one or two 
millimetres below the posterior border of the external urinary meatus. 
Above, these ureters were traced to blind ends lying above the true renal 
pelves on each side. The facts that no indigo-carmine appeared at these 
orifices after the injection of this dye intravenously and that when 
polyuria was produced there was not any increase of the secretion from 
these ducts led them to the conclusion that they were not connected with 
the true urinary excretory system. In a review of the development of the 
genito-urinary system they come to the conclusion that the so-called 
superumerary kidney and ureter opening into the vagina is, in reality, a 
persistent mesonephros and Wolffian duct, thus distinguishing the con- 
dition from supernumerary ureters opening intravesically which result 
from bifurcation of the normal ureter, a relatively common abnormality. 
As exploration of the kidney was refused they did not have any oppor- 
tunity of substantiating this theory by microscopic examination. 

In 1931 Kraft’ was able to produce pathological evidence in support of 
this theory. The patient, aged 22 years, complained of continuous loss of 
urine with occasional attacks of pain in the right renal region. Treatment 
had extended over 20 years, but without improvement. Careful examina- 
tion revealed an accessory ureteric opening just above the external 
urinary meatus. Indigo-carmine appeared in the bladder, but not from 
this abnormal opening, and there was not any uriniferous odour from 
the vagina. The track was injected with sodium iodide solution and was 
seen to run up to the upper pole of the right kidney. At operation this 
upper pole, together with part of the abnormal ureter, was_ resected. 
Pathological examination revealed that the upper extremity of the track 
was a blind bulbous end and the surrounding tissue was mesonephric and 
not true renal substance. 

The case now reported supports the view advanced by Spitzen and 
Wallin that the abnormality represents a persistence of the mesonephros 
and Wolffian duct rather than being a double kidney with accessory 
ureter. In our case the odour of urine was not perceptible and evidence 
of irritation in the vulva or vagina, such as is usually found in cases of 
persistent leakage of urine, was not present. Furthermore, no indigo- 
carmine appeared at the accessory opening within an hour of injection on 
three separate occasions, 

At operation the upper pole of the kidney was found to have a blood- 
supply quite independent of that of the kidney, thus further confirming 
our view that the upper pole has an origin different from that of the 
kidney proper. Microscopic examination revealing primitive renal tissue 
of an embryonic type adds further confirmation to the view of the 
mesonephric origin. 
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DISCUSSION. 

Mr. W. GouGu, of Leeds, described a case of accessory ureter occurr- 
ing in a patient aged 28, who, in her second and last pregnancy, had 
attacks of pyelitis. The patient complained of difficult micturition, which 
Was worse when she strained, and was relieved by lying down. 
Cystoscopy revealed a process arising from the vesical wall below the 
right ureteral orifice, but the ureter itself was secreting normally. Extra- 
peritoneal suprapubic cystotomy was performed and the process cut off, 
Whereupon there was a gush of urine revealing the orifice of an accessory 
ureter. 

Mr. Sracky, of Sheffield, referred to the possibility of an accessory 
ureter such as that described being Gartnerian in origin, and asked 
whether there was any abnormality of the vagina such as incomplete 
canalization or a septum. 

In reply, Dr. HuNTER said no evidence of any malformation was found 
during examination under anaesthesia. 

He referred to a simlar case described by Dougal five years ago. 

Professor A. M. Cave, of Leeds, showed 

AN UNUSUAL PELVIC TUMOUR 


removed from a woman aged 29. She had been married two years and 
gave a history of two carly abortions. She was admitted to the Leeds 
Maternity Hospital as a case of threatened abortion, although menstrua- 
tion had been regular. The uterus was cnlarged to the size of a 16 weeks’ 
gestation, fairly hard and irregular in consistence; but X-ray and Zondek- 
Axchheim examinations were negative for pregnancy. For four months 
menstruation was regular and there was not any symptom except pre- 
menstrual backache, and, at the end of that time, the tumour reached 
two-thirds of the way to the umbilicus, the cervix was high up and the 
mass extended into the rectovaginal space. 

When the abdomen was opened only a small portion of the fundus of 
the uterus was visible, the remainder of the anterior surface being 
covered by a pale, irregular, partly cystic tumour. This had invaded 
both broad ligaments to some extent, and, posteriorly, had stripped the 


mak ore etsy 


as 
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peritoneum off the rectum and lowest part of the pelvic colon and was 
filling the posterior part of the pelvic cavity. The tumour and uterus 
were removed together, but the appendages were not touched. There 
was a considerable degree of shock associated with the prolonged and 
difficult operation, and the patient unfortunately died on the third day. 
The tumour was markedly lobulated and partly cystic; histologically 
it proved to be composed of strands and columns of cells, in parts closely 
packed and in others separated by altered stroma. The tumour cells 
appeared to be related to blood-vessels in some areas; the diagnosis lay 
between a fibrosarcoma with oedema of the stroma and an endothelioma. 
Professor Claye referred to the fact that no case of cervical sarcoma 
had apparently been described bearing any relation to his case, and also 
mentioned that several members of the Scciety, including Donald, Old- 
field, and Miles Phillips, had described cases of endothelioma, but that 
these cases, again, bore no close resemblance to the one now shown. 
The PRESIDENT described a somewhat similar case in a patient aged 67, 
whose only symptoms were slight vaginal bleeding and discomfort on 
sitting, and yet who had a tumour the size of a large foetal head. 


Mr. N. L. Epwarps, of Derby, showed two specimens of 


OVARIAN TUMOURS WHICH BORE SOME RESEMBLANCE TO THE CONDITION 
KNOWN AS GRANULOSA-CELL CARCINOMA, 

The first specimen was removed from a married woman aged 54, who 
was still menstruating regularly, and who had had one child. 

She complained of abdominal swelling and attacks of pain, which had 
been noticed for three months. 

The specimen was one of a mixed solid and cystic tumour, which was 
roughly oval in shape. The cystic lower pole contained watery fluid and 
numerous intracystic trabeculae, while the solid portion resembled a 
scirrhus carcinoma. Histologically the cystic portion showed a lining of 
high columnar epithelial cells typical of a cystadenoma. The solid 
portion consisted of a dense fibrous tissue stroma with numerous scattered 
groups of epithelial cells arranged radially, many groups having a central 
clear space, the appearance suggesting an immature Graatian follicle. 

The second specimen came from a multipara aged o8 years, who also 
complained of abdominal swelling for three months, The cyst was a 
large one, weighing 17'/ Ib., and was mainly a typical psendomucinous 
cystadenoma. ‘There was also an irregularly lobulated portion, the size 
of a coconut, and this was situated on the posterior aspect of the main 
cyst, and was greyish-white in colour and solid in consistence. 

Histologically the solid) portion consisted of a dense fibrous stroma, 
and within this a large number of irregular cystic spaces, lined by 
epithelial cells arranged in several layers of irregular thickness. The 
innermost cells of some of these alveoli were identical with those of a 
cystadenoma, but there were also certain solid groups of epithelial cells 
somewhat resembling those in the section of Specimen 1, and possibly 
also follicular in origin. 

Soth =specinens Were apparently carcinomatous, and in the first 
specimen, at least, the origin of the growth might lie in the Graatian 
follicle, although in both cases the coexistent cystadenoma might have 
been the starting point. 
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Mr. Edwards suggested that if cystadenomata arose from unobliterated 
portions of the reticular cords, malignant changes in one of these cysts 
might result in a reversion to the type of cell which normally formed the 
follicles, and, consequently, stuctures resembling Graafian follicles might 
appear. 


DISCUSSION. 
The PRESIDENT agreed with the diagnosis of granulosa-cell cancer in 
the first specimen, and referred to the description of a case by Donald 
and Fothergill 30 years ago. 
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EDINBURGH OBSTETRICAL SOCIETY. 


A Meeting of the Society was held on Wednesday, 11th May, with the 
President, Dr. JAMES YOUNG, in the chair. 


A paper was read by the PRESIDENT and Dr. T. N. MacGREGOR on 


THE TREATMENT OF SALPINGITIS, BASED UPON AN ANALYSIS OF FIFTY-FIVE 
CONSECUTIVE Hospital, CASES 

They stated that it was now generally recognized that immediate 
operation on patients who exhibited the acute symptoms of salpingitis 
was attended with grave risk to life. At the British Congress of 
Obstetrics and Gynaecology at Manchester, in 1927, at which this question 
had been the main topic of discussion, Hendry repoited 24 operations on 
acute and subacute cases (gonorrhoeal and septic) with nine deaths; 
Beckwith Whitehouse stated that he had lost three consecutive cases 
when he removed the Fallopian tubes for acute pyosalpinx. The last 
occasion on which Dr. Young and Dr. MacGregor had removed an acutely 
inflamed Fallopian tube was in 1924. This patient died two days after 
operation. Since then all their cases had been treated palliatively with- 
out mortality, so long as the patients remained in hospital. In the 
present series of 55, 51 patients were admitted with acute or subacute 
symptoms. In three cases the abdomen was opened to eliminate the 
possibility of acute appendicitis or tubal pregnancy, and, finding acutely 
inflamed Fallopian tubes, the speakers closed the abdomen without 
interfering with the inflamed area. In four other cases a pelvic abscess 
was evacuated by posterior colpotomy. In all the other cases the treat- 
ment was palliative, consisting of rest in bed, hot fomentations to the 
abdomen, and morphia. In 10 out of the 51 cases re-admission for 
recrudescence of the symptoms was necessary, and in two of these 
extirpation of chronically diseased organs was carried out later. Complete 
or adequate spontaneous clinical recovery followed in 90 per cent of the 
cases treated palliatively. The findings of Dr. Young and Dr. MacGregor 
confirmed the observations of Curtis and Hendry, who obtained clinical 
recovery in go and gi per cent respectively in cases of acute salpingitis, 
treated entirely palliatively. 

The writers pointed out that expectant treatment, besides safeguard- 
ing life, generally gave the best chances of functional recovery, as 
operation during the acute phase usually revealed such extensive involve- 
ment of the pelvic organs that eradication was only possible by drastic 
excision of those organs. The organs are conserved by expectant treat- 
ment; if necessary, plastic surgery could, at a later date, make pregnancy 
possible if it was desired. In this connexion it was important to notice 
that functional recovery occurred spontaneously in some of the cases. In 
five or 12.8 per cent of the authors’ series pregnancy occurred subse- 
quently to discharge from hospital. 

This paper was followed by a kindred paper by PROFESSOR FAROUHAR 
Murray, of Newcastle, on 


SOME POINTS IN THE INVESTIGATION AND ‘TREATMENT OF TUBAL CONDITIONS, 


in which he discussed the insufflation test, and considered that it should 
be made in every case of sterility, He considered it was important to 
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insufflate the Fallopian tubes while performing salpingostomy to prove 
that the Fallopian tubes were patent and, by dilating the Fallopian tubes, 
to facilitate incision into them. Proof of patency of one Fallopian tube 
imade laparotomy unnecessary. The test is reliable but not infallible. 
The occasional fallacies are shown by X-ray examination after injecting 
lipiodol. There is a definite risk of peritoneal shock and air embolism ; 
but there is little, if any, risk of lighting up a septic process in the 
Fallopian tubes or peritoneum. The test does not indicate the site at 
which the Fallopian tubes are blocked. Both the insufflation test and the 
injection with lipiodol should be performed under anaesthesia. 

X-ray examination after injecting lipiodol shows the site of blockage 
in cases in which the Fallopian tubes are blocked. The operation of 
salpingostomy has the greatest chance of success when the abdominal 
ostia of the Fallopian tubes are blocked. In such cases the operation is 
strongly indicated. If interstitial or isthmic portions of the Fallopian 
tube are blocked operation is not advisable. Injections of lipiodol are of 
diagnostic, prognostic, and therapeutic value in cases of chronic pelvic 
pain, especially in cases in which evidence of salpingitis is not present. 
The injection frequently makes the pain worse for a period and, in a 
certain number of cases, the X-ray examination shows that the injection 
does not enter the Fallopian tubes or, having entered, fails to reach the 
peritoneal cavity; sometimes a second photograph taken 24 hours later 
shows that the lipiodol is held in a loculus in the Fallopian tube. In a 
normal case there is not any definition of shadow, but a diffuse pelvic 
blurring at the second examination. The prognostic value consists in 
proof that the Fallopian tubes are diseased in cases which are being 
treated symptomatically for chronic pelvic pain and in deciding which 
cases should or should not be operated upon. If proof is obtained by 
X-ray examination that there is drainage into the uterus and into the 
peritoneum, operation should be postponed; evidence of defective drain- 
age should hasten operative treatment. 

The therapeutic value of lipiodol is proved by the relief of pain in 
cases which, clinically, or by X-ray examination, or by operation, are 
clearly cases of chronic inflammation. 

In one of Dr. Murray’s cases the lipiodol injection caused an acute 
attack of inflammation with pus formation, but at operation it was found 
that the case was one of chronic salpingitis. 

He considered that all cases of cervicitis and vaginitis requiring active 
disinfection under anaesthesia should be injected with lipiodol and sub- 
mitted to investigation by the X-rays. The pain associated with 
cervicitis is due, in the author’s opinion, to a mild tubal infection. An 
injection with lipiodol had 


Cases, 


a ddagnostic and therapeutic value in such 











Lantern slides of X-ray photographs were shown to demonstrate the 
author’s arguinents, 






EDINBURGH ORSTETRICAL SOCIETY. 

At a Mecting of the Socicty held on Sth June, with the President, 
Dr. JAMES YOUNG, in the chair, Professor R. W. JouNstonr, Dr. E. 
CHALMERS FAuMmy, and Dr. R. J. KELLAR presented a communication on 
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PRIMARY OVARIAN PREGNANCY, WITH A REPORT OF TWo CASES. 


In the first case operation was undertaken on account of symptoms 
indicating acute rupture of an ectopic pregnancy. Laparotomy revealed 
a ruptured ovarian pregnancy, a foetus of about six weeks’ gestation 
being found in the pelvis. The Fallopian tube on the same side as the 
ruptured ovary was normal; serial sections of the ovary, which was 
removed, showed the presence of chorionic villi in the ovarian stroma. 
The corpus luteum was found in a different part of the ovary, apparently 
separate from the gestation sac. In all probability the condition was one 
of implantation on the surface of the ovary. Sections of the Fallopian 
tube did not show evidence of pregnancy. 

In the second case operation was undertaken on account of a simple 
serous cyst of the left ovary. Laparotomy revealed not only a serous 
cyst on the left side, but a very early pregnancy in the right ovary. 
This had ruptured and blood was present in the peritoneal cavity. The 
haemorrhagic area was excised from the ovary, which was left in situ 
with its healthy Fallopian tube. Serial sections through the excised 
portion of the ovary showed the presence of chorionic villi attached to an 
active corpus luteum. According to the patient’s history the pregnancy 
was of about 15 days’ duration. In this instance the pregnancy had 
occurred in the mature follicle. 

In both cases microscopical examination revealed the presence of large 
epithelioid cells in the ovaries. The origin of these was discussed, and 
the conclusion was reached that many of them, at least, were decidua-like 
cells derived from the cells of the ovarian stroma. The facts obtained 
from a very detailed examination of the specimens proved beyond doubt 
that both cases were examples of primary ovarian pregnancy. 


Dr. MILLER read a communication on 


THE INFLUENCE OF AGE ON THE PROCESS OF CHILDBIRTH, 


based on a series of 174 cases of pregnancy and labour in girls of 17 years 
of age or less, and of §8 cases in which the patient had passed the age of 
4o at the time of her first confinement. The cases had been treated, for 
the most part, in the Edinburgh Royal Maternity Hospital. Each of 
these age groups was considered separately in regard to the course of 
pregnancy, the duration and complications of labour, the type of delivery, 
and the results to mother and child. 

Of the 174 cases of pregnancy in youne girls two were 13 years ot 
age at the time of the confinement, eight were 14, 18 were 15, 41 were 16, 
and 105 were 17. In the majority of the patients pregnancy proceeded 
normally and without incident until term. ‘The minor disturbances of 
pregnancy were not encountered more frequently than usual. On the 
other hand, there was a high incidence of venereal disease and ot 
albuminuric toxaemia. ‘The speaker thought that the undue frequency of 
toxaemia should be attributed to the inevitable lack of supervision 
associated with illegitimate pregnancy, rather than to the youth of the 
patients. 

Complications of labour such as contracted pelvis, malpresentation 
and malposition, and injury to the soft tissues were not more common 
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than in older women, and the average duration of labour did not differ 
appreciably from that regarded as normal for a first labour. The 
proportion of spontaneous deliveries was 85 per cent, and interference 
was required on account of disproportion in not more than eight cases in 
the series of 174. It appeared probable that the relatively freer mobility 
of the pelvic joints and the greater elasticity and resilience of the soft 
tissues in the young patient adequately compensated for such potential 
disproportion as might cause obstruction in an older woman. 

There were two maternal deaths in this series. Both were cases of 
eclampsia, and in neither had the patient been seen by a doctor until 
after the onset of convulsions. Four of the infants were stillborn and 
seven died within a fortnight of birth; the total stillbirth and neonatal 
death-rate of 6.5 per cent compared with a mortality of 11.8 per cent for 
all viable children born in the hospital during the five-year period 
1927 to 1931. - 

The high incidence of albuminuric toxaemia was a noteworthy feature 
in the series of elderly primiparae which was analysed, 10.7 per cent of 
the patients suffering from this complication in spite of careful antenatal 
supervision. There appeared also to be an increased tendency to fibroid 
tumours, malpresentations, and, possibly, to accidental haemorrhage. 
Contracted pelvis had not been found more frequently than in younger 
women, 

In the majority of cases labour was not unduly prolonged, and in 
many it was rapid and easy; on the other hand, the proportion of patients 
in whom labour did exceed the average of 18 hours was much greater 
than in younger women. The most frequent cause of delay was primary 
uterine inertia; moreover, it was natural that the physical effort of labour 
should be borne less well by the patient over 4o, and a tendency to undue 
fatigue in the second stage was noted in a large proportion of cases. Not 
more than yo per cent of all the patients delivered themselves spon. 
taneously, delivery being effected by the forceps in 38 per cent, by 
Caesarean section in 12 per cent, and by breech extraction in, approxi: 
mately, 10 per cent. 

There was one maternal death in the series; the patient, who had had 
no antenatal supervision, was admitted to hospital late in labour; the 
pelvis was contracted and the child presented by the face. She died 
of post-partum shock some hours after craniotomy. 

Twenty-two of the infants were stillborn or died shortly after birth, 
giving the high mortality of 26 per cent, and one which was all the more 
regrettable in view of the improbability, in most cases, of further 
pregnancy. 

The findings in this series supported the view that pregnancy and 
labour in the elderly primipara are more commonly associated with 
difficulty and danger than in younger women. The higher incidence of 
albuminuric toxaemia and of such complications as fibroid tumours and 
wialpresentation demand specially careful) antenatal supervision and 
examination. In the absence of complications the management of labour 
should not be influenced by the patient’s age, although, in view of the 
tendency to uterine inertia, quinine should be exhibited for some days 
before the onset of labour, All such patients should be delivered in 
hospital, 





